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ABSTRACT * 

- ===- -^^ This report describes the evaluation of the Centers 
for independent Living Program^ required by the 1984 amehdmehts to 
the Rehabilitation Act Pf 1973, Part B* The evaluation ^ which 
assessed the impact of the: centers in increasing opportunities for 
disabled individuals, was based upbii data acquired through mail 
survey of 156 centers funded in 1984-85; irfOO disabled consumers of 
center services, aiid 180 local community agencies; and on-site 
interviews with consumers, center staff, and community agency 
representatives in 4(/ centers. Among findings were that more than 
48,000 disabled persons were served by the 121 responding centers; 
that 75% of the 990 responding consumers were severely-disabled; that 
the centers provided awide rahge_6f-services (i.e*, advocacy, 
independent living skills training^ peer counseling) ; that Part B 
funds comprised 44% of center budgets with three^f ourths of budgets 
going to direct client services; and that over 90% of consumer 
respondents rep:«rted gaining from center services. Fbllbwihg the 
executive summary and introduction, thia repoEt presents an overview 
of the program, characteristics of center ebhsumers, services 
provided;, constiffler outcbiQes^ consumer participation^ descriptions of 
the development of : coiimuhity options for^ living, and 

iiifbL'ttatibh regarding management of the centers. Six appendices 
present-Sttch information as the deyeloj^ent of evaluation standards, 
stud^ methodology, and a summary of performance on each evaluation 
standard. (DB) 
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PREFACE 

this report presents the findings of the evaluation of the Title 
VII Part B Centers for Independent Living Program which is the first 
such national evaluation of the independent living centers. It was 
conducted in response to Congress' irandate to describe and assess the 
impact of the centers in increasing bppdrtanities for individuals with 
disabxIitieB. Congress has long recognized the importance of disabled 
consumers in this program and thus mandated their involvement in the 
development and conduct of this evaluation. The measures of "standards" 
upon which the evaluation is based evolved from the efforts of indepen- 
dent living centers, disabled individuals and other knowledgeable actors 
around the country, and represented the first nationwide effort to 
dfivelpp a consensus about defining and setting priorities for indepen-- 
dent living services. These evaluation standards embody a vision of 
independent living ceaters that reaches beyond the guidelines estab- 
lished by Congrese and reflects the advocacy and self-help philosophy of 
the independent living tndvement. The evaluation involved collection of 
data from the centers themselves, consumers of their services, and local 
community agencies, the instruments used for data collection were 
designed to collect the data specified in the evaluation standards. 
Thus, this evaiTOtion seeks to understand ho*/ the centers perform in the 
context of the broad vision encdmpassed by this evaluation standards, as 
well as in the context of the Congressional mandate. 

The evaluaribn team wishes to gratefully ackndw ledge the 
contribution of time and energy made by the centers themselves in 
providing the necessary data, arranging visits and interviews with 
community a^eiicies and consumers, and pulling together the consumer and 
conmunity agency samples for the mail surveys. We'd also like to thank 
pur tireless Advisory Committee members for the long hours of meetings 
and review of written materials that provided us with invaluable 
guidance. In additidn to the members of the formal Advisory Committee 
we'd also like td thank Suzanne Choisseri Rod Pel ton, Tony Cavataio, 
James Moss and Albert Rotundd of RSA^ Sue Betka and Art Kirschenbaum of 
bPBE, Mike Harold and Greg Marsh of OSERS^ Bill Messori of Rhode island 
VR, Sandra Perrino and the staff of the National Council on the Handi- 
capped, and the many other knowledgeable individuals who provided us 
with guidance and input. 
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EXg.CUriVE SUMMARY 

INTROBUetIGN AND STUDY A?FRbA£a 

The 1984 sme^idmei-ts to the Rehabilitation Act required a comprehensive 
evaluation of the Title VII, P^rt B of the Rehabilitation Act of 1973 Centers 
for Independent Living Program; The purpose of the program is to provide 
independent living services to persbi/s with disabilities and their families 
to iricreafie options for such persons to live independently in the community, 
to improve the quality of life for disabled individuals and to maximize their 
integration into the mainstream of society, and whenever possible, to contri- 
bute to the vocational outcomes and gains that vocational rehabilitation (VR) 
services seek to achieve. 

During the first phase of the evaluation, measures — or "standards" — 
were developed to reflect 11 specific areas of interest to Congress, The 
process for developing the evaluation standards ensured broad input from 
centers for independent living, consumer advocacy organizations, researchers, 
and policy makers. The evaluation standards then were approved by the 
National Council oh the Handicapped for use in the evaluation, in addition 
to their i^le in the national evc^laatibn, the standards were also designed to 
serve as a self-evaluation tool for the centers. 

This report describes the evalua tibn^t key findings, the study draws 
upon data acquired through; a mail survey of all 156 Part-B-f unded centers, 
to which 121 centers responded; on-site interviews with center staffs con- 
sumers, and community agency repiesent*itives at 40 sample sites; a mail 
survey of 2,70G consumers selected from 36 sample centers^ to which 1,030 
consumers responJed; and a mail survey of 180 local community agencies, to 
which 100 agencies responded. Findings presented are based on analysis of 
survey respondents. 

Study findings primarily reflect data from the 1984-85 project year^ 
during which the 156 centers received Part B funds totaling $21 million, at a 
average award of $134,600. The average Part B funding for the 121 resionding 
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centers was $133,900 with a medith of $136,660. Overall, the centers can be 
desv^ribed as consumer-oriented organizations^ focusing on community changes 
as well as individual client services. Their primary goals are to increase 
independent living options for individuals with disabilitie<?, and to promote 
the maximum integration and participation of this population in society. 

State vocational rehabilitation (VR) agencies act as the Part B grantee 
for 792 of the 121 centers responding to the survey, generally subcontracting 
to local community organizations to provide services (69Z), although a few VR 
agencies operate independent living programs themselves (102 of the centers 
are located within VR agencies). The remaining 212 of the centers (25 
centers) received funds directly from the federal government.^ 

SUitMARY OF FINDIKGS RETJlTED TO SECTION 711(c)C3) REQUIREMENTS 
"(A) the number and types 4:^haadi capped A iidivi4Uala^ a 

extkitit to-whichr ^dividuals with varying handicapping conditions were served " 
The 121 centers responding to the survey (782 of all Part B centers) 
reported serving more than 48,000 persons with disabilities doring 1984-85, 
as well as 14,000 nondisabied individuals (family and friends). These cen- 
ters reported that nearly 56,000 additional individuals r*»cei\ed information 
and referral assistance.^ 

The Title VII Part B centers provided servinec "o a population with a 
wide range of disabilities. As estimated, 752 of the 990 consumers 
responding to the survey were severely disabled (as define^I hj receipt of 
SSI, total blindness, or use of attendant care).^ Individuals with orthopedic 
disabilities were the largest group served (24,000 or about 482); followed by 
persons with hearing impairments (8,100 or about 172); "other" disabilities 
(7*400 or about 152), including diabetes, epilepsy, stroke, and head 
injuries; and visual impairments (5,700 or about 122). Mental illness and 
mental retardation were the categories least frequently reported, together 
cotnpvising only 82 of the consumer population (about 3^900). Two-thirds of 
the 121 centers served at least five of the six major disability groups, 
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allocated to direct client 8ervice6.6 The cost per consumer receiving 
direct services averaged $433 annually, of which $191 was provided by Part B. 

'HF'j^ hew-serv ice s prcvidea c o ntribute^to the^jptenance of br the increaee^ 
indepeadeaee of haadicapped individuals assifcted " 

Unlike vocational i ehabilitation programs with a focus 6n employment 
outcomes, the independent, living centers do not have a single goal or measure 
of success. Rather, they respond to a wide range of particular needs and 
goals expressed by their consumers, ranging from housing and attendant care 
to enhanced self-direct is' and personal growth. Thus, the assessment of 
program ef f eccivcness must include a vide range of measures. 

The 121 responding centers reported that their efforts contributed to 
raising more than $75 million in additional finding for attendant care, 
adding over 3,000 qualified attendants to local attendant pools, and helping 
5,000 individuals secure attendants; making more than 1,800 housing units 
accessible, and helping 2,250 people improve their housing accessibility; 
developing over 1,000 jobs, and helping 1,150 individuals secure lobs; making 
over 2,300 ramps anc curb cuts, and helping 2,000 people move to less 
restrictive environments.^ These types of community changes are directly 
related to disabled individuals achieving equal access to society as well as 
their ability to either achieve or maintain an independent lifestyle. 

The responding centers reported a total of 58,000 positive individual 
conBumer outcomes achieved.8 Consumers' self-reports of outcomes were even 
higher. 9 Over three-fourths of the 990 consumer respondents achieved at 
least one improvement in housing, income, transportation, education, or 
employment situation. Almost 90% (880 consumers) reported an outcome in at 
least one of the following areas: persons 1/social change; acquiring adaptive 
aids, benefits, snd/or services; developing skills; and acquiring kiowlidge 
associated with living more independently. Cfver 90% (n=906) reported eitner 
a situational improvement or some other type of gain. 
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while only 112 (13 centers) reportedly served a single dilsability group. 
These latter centers were funded specifically to serve individuals with 
visual impairments. 

"(C) the types of services provided " 

The Title VII Part B centers provided a wide range of independent living 
support services.** Almost all of the 121 responding centers provided the 
services specified in the evaluation standards ~ advocacy, independent 
living skills training, peer counseling, and infortnation gnd ref'2rral. Moot 
centers offered a wide range of other types of assist^\nce to facilitate 
consumer goal achievement, including services related to housing, atten- 
dant /homemaker assistance, transportation, equipment, and social/recreational 
activities. A majority of the centers also provided other types of non-pear 
counseling, and communication assistance such as interpreter and reader 
services. Finally, over one-third of the centers provided vocational, educa- 
tional, and family support services. 

^Hixj-^ources of funding" and "(E) the percentage af-xeuscuxr^vs ^ommi^^ted to 
each type of— s^rvirce " 

The responding centers' total annual budgets (N«lll) ranged from $43,000 
to $1.3 million, with a median of $240,006 and an average of $323,000, of 
which the Parr B share was about xhe second largest source of funds 

was state monies, received by 67 (572) of the centers and comprising approxi- 
mately 24Z of the centers' total program funding. Almost half (58) of the 
centers received funding from private sources, which comprised about 81 of 
overall center budgets. Other federal funds and local funds accounted for a 
very small portion of the centers* budgets (each less than 6Z). The longer 
centers were in operation, the less heavily they tended to rely on Part B 
funds. 

iEenters devoted an average of one-fourth of their resources to community 
change and capacity-building activities, with the remaining three-fourths 
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Statistical analyses showed that positive outcomes were more cbnsis- 
tex.tiy ascociated with the types and amount of services received than with 
center organizational factors or individual consumer charac:eristics, and 
thct center services had cbntributiBd substantially to consumer gains in 
independent living. 10 Moreover, about half (n«467) of the consumer survey 
respondents directly attributed the improvements they had achieved to help 
they received from a center. 11 

e xtend ^-^-^i-ch handicapped individuals participate in the manageiuent 
and decision-making in the center " 

A majority of the 12' responding centers had a disabled director, 55% 
(66 centers) had Boards with a majority of disabled members, and on average 
51Z of center staff had disabilities. 12 The community agencies surveyed 
confirmed that involvement of disablied individuals in center policy direction 
and management was emphasized by most centers. 

Thirty-two percent (318) of the consumers surveyed reported some kind of 
involvement in center operations, including serving on a Board of Directors 
or an advisory committee, working as paid or volunteer staff, or evaluating 
services. Consumers rated the centers as highly effective in involving dis- 
abled individuals in running the center. 

However, among the centers there were a substantial number that 
exhibited less participation of individuals with disabilities. In almost 30% 
of the 121 responding centers^ less than a fifth of the board members had 
disabilities. Most of these centers operated within an umbrella organi- 
zation. While disabled individuals in these centers frequently were involved 
in staff roles, they were much less likely to be involved in policy direction 
and management roles. 
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^H) the extent of capacity -Bnilding activi^i^^^^^ya^^g-^oUaboratiSn with 
other agencUj^-^a d-^r^aiz^t4f»pfi'' and "(I) the iktent of catalytic activit4^s 
to pro m ote community awareness^ involveaea^ and as aist^nce " 

Study findings indicated that the 121 responding centers were involved 
extensively in capacity-building activities, including collaboration with a 
wide range of other community and public organizations^^, a majority of the 
centers reported that they had provided inforiaation to other agencies working 
with persons with disabilities. Nearly two-thirds of the 100 responding 
community agencies reported receiving information and technical assistance 
from centers; 752 of these agencies referred consumers to centers^ and over 
half had cooperated with centers in service provision and advocacy. 

The centers' reports of their community development efforts were 
confirmed by the community agency responses ^ which indicated that centers had 
substantially expanded personal care and transportation options, and had 
promoted disability awareness in the community. Over half (55) of the 
community agencies alco reported that contact with a center led to an 
increase in their own efforts to improve community options for persons with 
disabilities. 

Finally, almost three-fourths of the 100 responding community agencies 
rated the centers as very good or outstanding advocates in their communities. 
Centers that allocated more resources to community efforts and that involved 
more consumers in the management and operation of the center were more likely 
to have greater community impacts. 



"(J) exLent of outreach efforts and the-impac^^-o^nwch effort s" 

For centers serving rural areas, outreach often involves staff efforts 
to reach consumers' homes in order to bridge the distances and physical 
access barriers associated with rural living for people with disabilities. 
For urban areas, outreach more often refers to publicity efforts and culti- 
vating contacts with private and public community agencies and professionals 
to ensure their referral of disabled individuals to the center. The results 
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of center outreach efforts were reflected in the consumer survey responses — 
621 of the 945 consumers responding reported they had learned about the 
center from other agencies > 152 had beard of the center directly from center 
staff and publicity, and 232 learned by word of mouth from other consumers. 14 
While the impact of outreach is difficult to assess^ the disability distri- 
bution of consumers served by centers is similar to that of the nation as a 
whcle.^^ 

OTHER MAJOR FINDINGS 
Center Mahag e m ent^ Practices 

Centers within umbrella agencies tended to have more sophisticated 
management practices, and generally had adopted the procedures of the parent 
agency, or simply had the umbrella administration conduct certain activities 
for them. 16 While most of the 121 responding centers collected data appro- 
priate for assessing performance, the data were not always readily 
retrievable or comparable because of the lack of standardi?;ed service defini- 
tions and outcome measures. This was particularly true among smaller centers 
with limited resources, centers that were not required to report such data on 
an ongoing basis to funding agencies, and those whose records had not been 
computerized. 

Factors Cootr4^buting— to &U^ces& 

Analyses were conducted of the effect of service, organizational, and 
consumer characteristics on consumer outcomes. The most significant factors 
influencing consumers* success were the service characteristics. These 
included the types of services received, the overall amount of service, the 
consumer's personal and continued contact with the center over time^ the use 
of central case inanagers, and the provision of peer role models to consumers 
via contact with disabled staff, and all contributed to consumer outcomes^ 
regardless of the consumer's characteristics. The centers that reported 
higher outcomes were those with higher percentages of staff with disabili- 
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tiesi higher percentages of funding frcsi nonfederal sources, and those that 
received their funding directly from the federal government. The consumers 
who reported higher outcomes tended to be younger, had diBBbilities other 
than mental retardation, were (or had previously been) VR cliencs, and lived 
in supervised settings. 

Conclusion 

The Title VII Part B Centers for Indepiendent Living frogram is success- 
fully helping large numbers of disabled citizens maintain or improve their 
Ability to live independently in their communities. They accomv)lish this 
through individual and direct services, feferrat to other resources^ and 
activities targeted towards coinmuniny change. There remains much diversity 
among centers in targeted client populations, services offered, management 
practices and systems in place, and involvement of individuals with disaSiii- 
ties in center planning and manage^^ t. Some of this diversity is an 
appropriate response to variation in local needs. However, it also appears 
that many centers would benefit from increased guidance and technical 
assistance, greater information exchange with other centers^ and increased 
levels or stability of funding. Also, the centers collect a wealth of 
information about their services and the consumers they serve that could be 
more valuable to program planners and policy makers if definitions and 
measures were uniform across centers. 
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FOOTNOTES 

^For this section, see Chapter II, esp. pp. 19-21. 

^See Chapter III, pp. 25-26. 

2 - - 
See Chapter III, esp. pp. 26-28 and Appendix D, pp. D-17 - D-19. 

*See Chapter IV, esp. pp. 36-39 and Appendix D, pp. D-49 - D-53. 
^See Chapter II, esp. pp. 19-22. 
6See Chapter II, esp. pp. 22-23. 

See Chapter V, esp. pp. 56-58 and Appendix D, pp. D-29 - D-43. 
Sibid. 

Ql _ _ _ 

See Chapter V, esp. pp. 58-67 and Appendix pp. D-29 - D-43. 

lOSee Chapter pp. 67-74; Chapter X, pp. 110-117; and Appendix D, 
pp. D-63 - D-66. 

llSee Chapter V, pp. 58-59, 64. 

19 

See Chapter VI, pp. 77-83 and Appendix D, pp. D-63 - D-66. 
13see Chapter VII> pp. 85-96. 
^See Chapter Vli, pp. 90-93. 
l^See Appendix D, pp. D-11 - D-13. 
^^See Chapter VIIT, pp. 101-107. 

^^See Chapter IX, pp. 109-129; Chapter V, pp. 67-74; Chapter VII, 
pp. 99-98. 
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I. -IN-mODUGT-IGI^ 

The evaluation of Title VII Part of the Rehabilitation Act is 
Amended^ Centers for Independent Living; Program described in this report 
is the first such large national effort to describe and evaluate the 
effectiveness of independent living centers. The Centers for Indepen- 
dent Living Program is a small discretionary grant program^ administered 
by the Rehabilitation Services Administration^ that provides support for 
a range of independent living services with the goal of meeting the 
needs of individuals whose disabilities are so severe that they do not 
presently have the potential for employment but uay benefit from ser- 
vices which enhance their ability to live and function independently in 
the community. 

In 1978, Title VII Part B of the Rehabilitation Act of 1973 %ns 
amended to establish a grant program for independent living centers. In 
1979, fuuding for the first tea centers was allocated. The Title VII 
Part B program currently provides $21 aiillion in grant funding to 156 
agencies and community-based organizations around the country. These 
funds support a variety of individualized services and community activi- 
ties designed to maximize independent living options for disabled 
individuals. The independent living centers respond to a variety of 
needs expressed by di8i:bied Individuals^ by rehabilitation profes- 
sionals, as well as by a general societal commitment to improving the 
quality of life for people with disabilities and maximizing integrati<^a 
into the mainstream of sdciety^ They are based on the belief that a 
range of services not provided by existing prograns could prevent 
institutionalization and, just as importantly, facilitate full partici- 
pation in the local community. To achieve these goals, centers offer- 
assistance in areas such as learning to U3e public and private 
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transportation, general household and financial management, job--Beeking, 
and obtaining needed public assistance. 

This report presents the findings of a comprehensive evaluation of 
these centers that was undertaken to: (1) provide information requested 
by Congress about the operations and effectiveness of the national 
program; (2) explore the factors contributing to the success of the 
program; (3) contribute to a better understanding of how independent 
living centers function; and (4) assist the federal government^ the 
state grantees and the centers themselves to better manage the program. 
The remainder of this Ghapter describes the 1984 evaluation provisions 
and study purposes developed in response to these provisions; the 
methods used to conduct the study; and the organization of this report. 

PURPOSES OF THE STUDY 

As public funding for independent living centers has increased, 
increasing demands for accountability have been placed on the centers. 
The current directive (PL 95-602, Sec. 7115 mandating the program by 
Congress Section 711(c) of the Act, stipulates that applications for 
funding shall: 

• "provide assurances that handicapped individuals will be 
substantially involved in policy direction and management 
of such center, and will be employed by such center"; and 

• "contain assurances that the independent living center to 
be assisted by such grants shall offer handicapped indi- 
viduals a combination of independent living services, 
includitg..." 14 different specified services with the 
last service being a general category specifying ..."such 
other services as may be necessary and not inconsistent 
with provisions of this title." 
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Thh.t same legislation specified that the Secretary of the Department of 
Education would "develop and publish standards for evaluation consistent 
with..." the prbvioions of the legislation, and directed the Secretary 
to submit a report based on a "comprehensive evaluation" of the centers, 
to include "recommendations for the improvement and continuation" of 
grantees and the support of new centers. The evaluation standards »'ere 
to be "consistent with" the overall "standards" previously specified by 
Congress and were to be developed by obtaining and considering the 
reccmmendatidns for such standards "from national organizations repre- 
senting handicapped individuals and independent living programs; and 
from independent living centers, professionals serving handicapped indi-^ 
viduals, and individuals, associations, and organizations engaged in 
research in independent living." The evaluation standards were further 
to be reviewed and approved by the National Council on the Handicapped 
for use in the evaluation. 

In response to these provisions, this study was designed to address 
two broad purposes: (1) development of independent living evaluation 
criteria for use in the national study and for use by independent living 
centers in their self-evaluation of operations and performance; and (2) 
conduct of a comprehensive national evaluation of the Centers for 
Independent Living Program based on these criteria. The first of these 
purposes was addressed during the early months of the study during which 
evaluation criteria were developed to address the study questions raised 
by Congress in the amendments. These were reviewed with the study's 
Advisory Committee and over 500 respondents, revised, and subsequently 
approved as evaluation standards by the National Council on the Handi^ 
capped in January 1985. The evaluation standards are listed in Figure 
i-i, and a description of their development is included in Appendi-x A. 

The second studr purpose was addressed by the developiaent of a 
study design and analysis plan based on the evaluation ELandards, the 
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Figure i-1 

Independent Living Evaluatlcn Standards 

.. Standard No. 1; The Center shall promote and practici the 
Independent Living Philosophy: 

TARSEt POPULATION 

gtaadard No^. 2: The GeBter shall have a clearly defined target 
population that includes a range of disabilities. 

jBUTS&HES AKIi IMPACTS 

J.tandard No,. 3; The Center shall increase individual consumer 
achievement of Independent Living goals. 

Standard No. 4; The Center shall increase the availability and 
improve the quality of community options for Independent Living. 

SERVICES 

^^^^^ ^andard No. 5 ; The Center shall provide to disabled individuals 
witbm the Center's target population and/or their families Independent 
Living Services. 

;Sfeandard JNo. 6:^ The Center shall provide Information and Refirrai 
LO all inquirers including those from outside the Center's target 
population. 

----- Standard No^f: The Center shall conduct activities to increase 
community capacity to meet the needs of individuals with disabilities. 

ORGANIZATMWA T. MANAGEMENT AND ADMINISTR ATION 

- Standard No. 8; Qualified disabled individuals shall be 
substantially involved in the policy direction, decision-making, service 
delivery, and management of the Center. 

;gtafl4ard No. 9: The Center shall establish clear prioiitlii 
through annual and three-year program and financial planning objectives. 

. Standard No^ 4& : The Center shall use sound or ganiz at iona I and 
personnel management practices. 

^^^^rd N o. li: The Center shall practice sound fiscal 
management . 

EVALUATieN 

Si^Matd^ m-^M.- The Grantee and the Centers shall conduct finnual 
self-evaluations and shall maintain records adequate to ieasure 
performance on these Independent Living Center Evaluation Standards. 

ERIC 2S 
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collection of qunntitative and qualitative data, and the atialysis of 
those data as prescribed in the design. The study w^s intended to 
provide information that would assist program planners and policy 
makers, ss well as the centers themselves. 



OVERVIEW^ OF THE STUD7 DESIGN 

The two major activities mandated by Congress for this evaluation 
— development of evaluation standards for use by independent living 
programs and conduct of a comprehensive evaluation of the program's 
overall achievements — were intendied to generate information on 11 
areas of interest tc Cong.-ess about the center program: 

(a) the numbers and types of baudicapped individuals 
assisted; 

(b) the extent to which individuals with varying 
handicapping conditions wex^e served; 

(c) types of services provided; 

(d) sources of funding; 

(e) the percentage of resources committed to each type of 
service ; 

(f) hDw services contributed to the maintenance or the 
increased independence of handicapped irdividaals 
assisted; 

(g) the extent to which handicapped individuals participate 
in the management and decision-making in centers; 

(h) the extent of capacity-building activities^ including 
collaboration with other agencies and organizations; 

(i) the extent of catalytic activities to promiDte community 
awareness, involvement, and assistance; 

(j) the extent of outreach efforts and the impact of such 
efforts; and 

o 
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(k) the comparison, when appropriate, of prior year(s) 
activities with most recent year activities. 

In response to the mandate's specifications, the independent living 
center evaltiation standards dievelbped at the outset of the evaluation 
address these 11 areas of Congressional interest. The 12 standards are 
organized into six major areas: (1) phildsdpfay, (2) target population, 
(3) outcomes and impacts, (4) services, (5) organizational management 
and administration, and (6) evaluation, the specific relationships 
among the areas of Congressional interest, independeuc living center 
evaluation standards, and issues addressed by the comprehensive evalua- 
tion are described in Table I-l. As the table shows, although the 
evaluation standards and data elements build upon Congressional ques- 
tions and concerns, they go further to specify to grantees and centers 
a broad range of criteria identified as essential to evai'jating per- 
formance. The specific data elements operationalize the Congressional 
questions, enabling centers to measure their achievement of each stan- 
dards Tabfe I-i illustrates the complexity of the evaluation and the 
broad range of activities and outcomes it measured. Unlike most 
rehabil7:tation programs with their clear employment focus, there is no 
single desired outcome for independent living centers. Since the 
centers address a broad array of individual needs, a variety of 
different outcome measures are needed. Sin:e they address the special 
needs of their local communities, centers are extremely varied in their 
characteristics. 

These issues present a unique challenge for conducting a comprehen- 
sive program evaluation. Figure 1-2 presents a conceptual model of the 
evaluation approach. The analysis builds on this conceptual model in 
two ways: (1) the data are summarized t:o provide a description of each 
of the different types of inputs, processes, and outcomes; and (2) 
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T«ble M 

Relationshit Ittwttn Ind»wtdwt t-Livint Ccnttr Evilmt i o n Stwdirdi and LtRiiUtivt Rfguifmpntt 



Section 711 (c)(3) Requirement 


Standard 


Data Elenent 


(A) The nunber and typei of handicapped 
icdividuali aisisted 

(B) The extent to vhich iadividuali vith 
varying handicapping conditions vere 
served 


1» 2, 9, 12 
(addreiied in 

Chapter III of 
thi» report) 


1.5» 1.8 — Proflotc eguai:accea8:to 8pciety,:rcnge of 
aenicei to all people vith disabilities 

2 Clearly defined target population including range 
of diaabilitiei 

9.3 - Specific objectiveu for nunberi and diaabilitiea 
of individuaU to oe served 

12.1 - Document number and types of individuali served 


(C) The typei cf lervicei provided 


I, 5. 6, 9, 12 
(eddreflied in 
Chapter IV of 
this report) 


1.2) 1.3, — Promote consumer control of ovn service objectives, 
i** self-hclp/self-sdvocacy, peer relationships and 
role models 

5.1 - 3.14 - Provide advocacy, ILS training, peer counseUng; 

wy provide; legsl, other counseling, housing, 
qaipment, -transportation, social/recreational, 
educational, vocational, communLCation, attendant/ 
iiomemaker, electronic services 

6 " Provide information and referral 

9.4, 9,5 " Annual and three year planning for service 

priorities, typ« of services, lenice delivery 
procedures 

12.2 ^ Ddment types arid iinitc of service 


(D) The iburcei of funding 

(E) The percentage of reiciiircea emitted 
to each type of lervice provided 


iii:12 

(addrened in 
?!»»P'?r:ii:of 
thii report) 


11.1,11.5 - fcinwl budget thaU^^^^^ 

allocationjcross services, determination of costs 
of services and activiciei 

12.6 - Haintain financial records 


(F) Hpv eervicei provided contributed to 
the iilntehance or the increaied 
indepeodence of handicapped individuali 
auisted 


3i 12 

(addreBied in 
Chapter V of 
thia report) 


3.1 - 3.20 « Increase consumer goaliachieveeent is housing, 
living inangemeiits, finances, transportation, 
personal care, nutrition^ household management, 
nobility; heilth; assistance devices; education, 
employment, community involvement, family life, 
i^^reaciOQ, peraooal grovtn, social skilh, 
communicatioo ikilii, self direction, consumer aiiil 
legal rights 

12.3 Docoment tndividcci Doec^ei 



Table M (continued) 



Section 711 (c)(3) Requirement 


Standard 


Data Eteoent 


(G) The mm to vhich bandicipped 
individuals participate in oanage- 
Dent and decision-making in th? 
center 


ii 8, 10, 12 
(addressed In 
Chapter VI of 
this report) 


1.1 — Protnote consuier control of polity direction and 
ioanageiQeht 

8.1 - 8.3 — Involve disabled in policy direction^ dccision- 
ieaRing, service delivery, Banagement; disabled 
given prefereDce.as board metDbers (tuiniiui 31!), 
vanigers and staff 

10.1 - ie,6 - Specify roles of Board and staff; job descriptions; 
clear linei of authority; personnel reference 

aODraiSalt eaml ODDOrtunitV JinH iff iintiafiitA arfinn* 

Staff and Hoard training 
12.7 — Consuaer evaluation of program 


(h) The extent of capficity-buiiding 
activities iucluding collaborition 
vitb other agencies and orginizations 

(I) The extent of catalytic activities 
to prbiote connnusity avareneiii 
involveaent and assistance 

(J) The extent of outreach erf or t 5 and 
the iipact of auch euortt 


l,M 6,-7, 11, 12 
(addressed in 
Chapter VII of 
this report) 


1«4, 1;7 - Prbaotc equal access to society, address specific 
needs of local connunity 

4*1-4,12 — Increase cownity opt 

porta tion, personal care, educatioQ, enployient, 
coQiunication, reduced barriers, disability aware- 
ness, consuaer involvetaent in coamunity, hedch 
care, legal sen*^ces 

6 - Provide infonation and referral 

7.1 - 7.4 — Prbvide advbcicy and W, public infonnatibn, 
outreach; establish role in disabled coonunity 

11.4 Seiburca developBient activities 

12.4 ^ Docunent comunity iopacts 


(K) a cdnpariion, vhen appropriate, of prior 
year(i) activities vitb laost recent 
year activities 

< 


(addressed in 
Chapter VIII of 
this report) 


9'1 ■ 9.6 - Annual :ind;three-y€ir planning for goals, vbrE plan, 

delivery procedures^ and budget projections 

lUlf U«2, » Annual budget, budget tsoDitoriiig systei, annual 
!!«3, lh5 audit, :deterainition of costs of services and 
ictivities 

12, i • 12;7 Dbciient hiiaber and typ^^^ types 
and units of services: :*utcoBf^; cUeifit records; 
financial, legale idffv.iatrative and perronnel 
recbriii; cbhauier evaluation of progrea. 
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are 1-2 

A Conce ptual Model of ip<iepeDdent Living Services 



Processes : 



Inputs : 



• funding ^ 

• organizational 
structure 

• ongoing history 

t # and types of 
consumers served 



prganizational 




Hanagement and 




Administration 


Services — 


• consumer 


• # and types 


participation 


of services 




offered by 


• management 


centers 


practices 






• # and types 


• service 


of services 


philosophy 


received by 


- 1 


consumers 



• consumer 
outcomes 

• community 
outcomes 
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multivariate analysis is used to explore the extent to which outcomes 
are influenced by service, organizational, and consumer variables. 
Through this approach, all of the Congressional questions and evaluation 
standards are addressed.l Table i-1 also indicates the specific chapter 
of thig report in vhich each set of issues has been addressed. 



OVERVIEW QF STUDY ^rdODS 

The findings of the comprehensive evaluation are based on analysis 
of data collected through: 

(a) a mail survey of 156 center grantees for the most 
recent project year ; 

(b) interviews with center project directors and staff, and 
observations of projects in 40 center?^ selected on a 
random basis; 

(c) a mail survey of 2,700 past and current disabled con- 
sumers of center services^ selected on a random basis 
from 36 of the centers visited; and 

(d) a mail survey bt 180 community agencies in the communi- 
ties served by the 36 sample centers, 

Th ise data collection instruments are included in Appendix B. D.ut?. 

collection occurred in the summer and fall of 1985. Table 1-2 presents 

the response rate for each of the evaluation's data collection efforts. 

A detailed discussion cf the study design and methods ic presented in 
Appendix C^, including an analysis of nonresponse patterns. 

The analysis of the nonrespondent Onsumers indicated that the 
reasons for nonresponse were principally that the consumer had misplaced 
the questionnaire or neglected to respond out of disinterest. When 245 
sample nonrespondent consumers were probed concerning their experience 
with the center, the answers indicated that nonrespondent s were as 
positive toward the usefulness of center services as survey respondents. 
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Table 1-2 

Response Rates for Data Collection Activities 



Data Collection Method 


Number . 
of Cases 


Responses 1 


n 


% 1 


1. Center Site Visits 


40 


40 


100% 


Center Mail Survey 


3.56 


121 


?8Z 


2. Consomer interviews on Site 


80 


80 




Consumer Mail Survey 


2,7ee 


590 > 


37% 


Konirespondent Follow^Up 


330 


J.45 


74% 


3. Community Agency Interviews on Site 


40 


40 


100% 


Agency Hail Survey 


18Q 


loo 


56% 



*Survey8 cbntihue to be received, ey^h four months after initial mailing. 
At the time of writing, an additional 40 responses had been received, 
too late for inclusion in the analysis. 
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An analysis of 22 nonrespondent centers indicated that they were very 
similar in characteristics to responding centers. (See Appendix C for h 
more detailed analysis of nonrespotise,) Because the community agencies 
surveyed were sampled rroir lists recomimended by the centers, a formal 
analysis of nonresponse was not conducted, especially since the response 
rate was quite high. The respondents did include a broad cross-section 
of community agencies of the kinds cexite s collaborate with, and no 
obvious biases were visible in terms of the kinds of agencies 
represented. 

As mentioned previously, the evaluation design and snaiytic plan 
underlying the surveys was complex and extiensive, probing not merely 
frequencies of national response to the various questions, but the 
multivariate impact of organizational characteristici upon services 
received and outcomes, and tne impact of organizational characteristics^ 
services, find consumer characteristics upon outcomes. The findings from 
those analyses shape and quaJify the reporting of frequencies in the 
following report, and are the bases for a sumtiary section on factors 
influencing center operations and outcomes in Chapter X. Appendix E 
provides a more detailed review of these analyses. The data base 
developed in this evaluation is the first large-scale national data base 
on independent living programs, their consumers, and outcomes. 

In regard to the survey findings, several cautions are necessary. 
First, because RSA has not previously requiried Uniform information from 
the projects, the comprehensiveness and accuracy of infcrmatidn 
available at the project level vary. The surveys crested a common set 
of questions to which centers responded. The extent to which centers 
est iinated data for the survey's categories because their own data 
records did not fully conform to those categories has been reported 
here. Second, for various questions (e.g., severity of disability), 
there is no common definition across projects or nationally; the bases 
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for defining severity from the inforniation that consuiners could provide 
on themselves is described in the 'iesc* 7.pt ion of center consumers in 
Chapter III, Such definitions aie ^ot used for the center survey, 
piecisely because of the lack of common dsfinitionK beins »'ced by the 
centers • 

Third, many different types of analyses are diawxi on in the report 
— frequency counts, cross-tabulations, correlations and multivariate 
regressions. Patterns which one might observe from frequencies are 
sometimes (though rarely) negated by the more complex analyses. We have 
emphasized statistical significance throughdut the report^ showing bo :h 
.05 and .20 levels, to reduce the risks of overlooking important fac- 
tors, as is appropriate with a demonstration program trying out new 
approaches • 

Last, because there are so many different types of outcomes which 
can represent legitimate gains for consumers, it is not simple to define 
what constitutes a "successful" center. Most factors seem to contribute 
to some types of £uccefc;s and not others. Some centers seem to target 
some types of outcomes and other centers emphasize others. Almost all 
consumers responding to the survey reported gains, but the nature and 
extent of gains varied dramatically. While most rehabilitation programs 
simply measure success by whether an individual has obtained employment, 
independent living services address essentially all aspect of life from 
housing and e;»ployiBeut to personal developoieht , and thus can result in 
changes ranging anywhere from an ability to manage money to a complete 
change of living situation and lifestyle. 

0RGAKI2ATI0N OF THIS REPORT 

The analysis plan for this study called for the analysis of 
findings for each of the 12 evaluation standards. These standard-by- 
standard findings are presented in Appendix D. The main body of this 

ERIC 
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report, however, is organized according to the original Congressional 
questio'-s which combine information across two or more evaluation stan- 
dards. Each chapter begins with a reference to the Congressional ques- 
tion(s) and evaluation standards being addressed, eccasionally the 
reader is referred to the standard-by-standard analysis in the appendix 
for mere detail. 

Following the presentation of fipdingis in response to the Congres- 
sional questidnts ie a chapter delineating some of the program management 
issues and policy qoections raised during the conduct of the study. 
This is foliowied by a discussion of the factors influencing the opera- 
tiotLC; and success of the program and brief summary conclusions. In 
addition to presenting detailed standsrd-by-standard findings (Appendix 
^/i the appendices also provide a description of the development of the 
evaluation standards (Appendix A), the data collection instruments 
(Appendix B)> a description of the study methodology (Appendix C), ana a 
detailed discussion of the multivariate analysis (Appendix E). 
Bescfiptrve statistics for cervices, outcomes and characteristics of a 
"tyjf>ical** center are included in Appendix F. 
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FOOTM OT RS 



iThe last Cbngressibnal question acliciting a comparison, vhen 
appropriate^ witb previous years' activit was not addressed directly 
F'nce the ^v^Luatian standards are aewly developed and standardized 
repoTting has not been required. However, the evaluation standards do 
require data that vould eventually make cross-year cbmparisbhs by 
project feasible in the future. Thus, this issue is addressed by 
assessing centers* current data cbllectibn and reporting mechanisms. 

The choice of ah appropriate significance level for testing hypo- 
theses involves a corscibus tfade-bff of the costB of Typ^ and type II 
errors. In academic re^sirch^ the costs associate the error of a 

"false pbsitiviE," iiOi, prematurely accepting a relationship which may 
later prove to have arisen by chance, are deemed very high: as they 
ffiisdirect future avenues of reBearchj thus^ the t.raditibh bf .01 and .05 
significance levels have emerged,, which, treat the costs of "fals^ posi- 
tives*' as roughly 20-100 times as^great as the cost of "false nega- 
tives." In pblicy analyse^and program_ evaluations, where decisidn- 
m^iers^ are_lrying t_a determine which of several courses of action or 
program^ strategies to pursue in a cbntert of pressing isbcial prbblems, 
the^sts of "false negatives" are_ mucli greateri i.e. prematurely 
rejecting a relstionsnip as arising from chance^ when the relationship 
may later prove valid. The .20 level of significance still treats the 
costs of "fals.; positives" as roughly five times ibre severe thaa the 
costs bf "false xiegativesj" but gives, greater emphasis ib avoiding 
••false negatives. •• The^J^D level roughly correspands^^^ a t-ratio of 
1.0, and in statistical modeling corresponds to that level of stability 
iS-fi relationship where the inclusion of an independent variable 
increases^ the_ overall prediction of the dependent Variable more than is 
lost by the reduction in degrees of freedom.: Cf, Stuart Bagel and 
Marian Neefj •Determining an Optimum Level of Statistical Significance," 
Evsluatibn Stwiies ^eview Annual (Sage Publications, 1977), pp. 146-155. 
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II. C^ ERVIEW OF THE CEN ^RS-TOi^^BmEPENDENT LIVIKG PROGRAM 

HISTOR Y AND- j^VELaP MNT OF T SE -CENTERS FOR INDEPENDENT LIVING 

The role of the federal government in funding the independent 
living centers has been one of greatly enhancing and dramatically 
increasing the rate of development of centers across the country. The 
Centers for Independent Living Program funded through Title VII, Part B 
of the Rehabilitation Act has representad a national effort to 
operationaiize principles ard programs that actually predate the federal 
funding by a number cf years. 

In 1962, four students with seviere dicabilities from a disabled 
students program were transferred from an isolated nursing home to a 
modified home closer to their campus^ the University of Illinois at 
Champaign-Urbana. These early pioneers helped make the University of 
Illinwis architecturally accessible and created a self-help policy that 
became an important first step in what has come to be called the 
"independent living movement." 

In the iBarly 1970*6, the independent living movement was given a 
second and more dramatic boost when several students with severe dis- 
abilities at the University of California at Berkeley treated the Center 
for independent Living (CIL). They incorpbr^^ted in 1972 as a self-help 
group and were motivated by the philosophy that disabled persons we a 
best able to determine their own needs and should manage their indepen- 
dent living service delivery programs themselves. 

Since then, more than 300 independent living prograins have emerged. 
Most are nonresidential and virtually all include a focus on developing 
the community environment to better suit the needs of persons with 
disabilities. Each program offers its own unique combination of 
community and self-help services. Programs provide services ranging 
from peer counseling, transportation, and self-help skills training to 
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attendant care management and health maintenance. They also help 
educate the public about the needs and capabilities of individuals with 
severe disabilities. In addition^ there is a focus on developing a 
sense of self-worth and ability in disabled consumers themselves, 
helping them to become more effective contributors in their own families 
and communities. 

The importance of independent living support services was first 
acknowledged by Congress in che Rehabilitation Act of 1973 as part of a 
shift in program priorities towards individuals with the most severe 
disabilities. The Act was first vetoed by the President, in part 
because of concern that the inclusion of provisions for an independent 
living focus for some disabled clients might defuse the employment focus 
of the Vocational Rehabilitation program. Proponents of the program 
argued that independenc living services would, in fact, contribute to 
vocational outcomes and the Act was affirmed over a presidential veto 
with the discretionary independent living provisiors intact. 

In 1978, Title VII, Part B of the Rehabilitation Act established a 
grant program for independent living centers. in 1979, funding for the 
first ten Title VII, Part B centers was allocated. New centers were 
added in 1980 and 1981. During the 1984-85 project year, 156 Title VII, 
Part B independent living centers were funded through 84 grants. 

The Rehabilitation Act Amendments of 1984 extended funding for all 
current centers for one year and provided for a new role for the 
National Council on the Handicapped. Also included were the 
requirements for developing evaluation standards for the Title Vil, Part 
B Program Centers for Independent Living and the conduct of the study 
described in this report. 

The Title Vli, Part B funds are distributed in the form of grants, 
mostly to designated state units (VR agencies). The state agencies 
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generally select organizations within their states vith whom they 
subcontract for the delivefy of independent living services. The states 
have considerable leeway in selecting service-delivery organizations to 
carry out the Title VII, Part B provisions. These providers are not in 
all cases the consumer-based free-standing non-profit agencies typical 
of the early pioneers. Rather, in some cases, more traditional 
rehabilitation or social service agencies have been chosen to develop an 
independent living program under their auspices. As these programs 
mature, some evolve into free-standing agencies. In some cases, the VR 
agencies have elected not to participate in the program, but rather to 
allow local organizations to apply directly for the funds. (The Act 
specifies that if the designated state unit does not submit an applica- 
tion, RSA may receive applications from and make grants directly to 
local public agencies or private non-profit organizations.) Thus, the 
centers that mako up the current Title VII, Part B program are extrenaely 
varied in their characteristics. 

^ESGRI? TI^N-QF mE CURRENT PRGGfeAil 

RSA awarded 84 grants for the 1J85 fiscal year that supported 
activities 6t 156 independent living centers. Among the 121 centers 
responding to the center mail survey, most had been in operation for 
five years or more (71%) and 29% had hef.n in operation «ix years or 
more. Sixty percent of the centers had been receiving Title VII, Part B 
funds for five or vix years since the first two years of the program. 
All ten of the first cexiters to be funded under Title VII were still 
re^e "ing funding through the progr':jm. 

Thj remainder of this chapter describes the organizational 
characteristics of the centers. The services they offer and the 
consiimers they serve are described in subsequent chapters. Appendix F 
inclu<?;£i3 detailed tables describing center characteristics. 
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Orgapizationai Structure 

For most centers (79%), the state VR agency operates as Part B 
grantee, subcontracting with the centers for service delivery. The 
remaining 21Z receive their funds directly from RSA. Only seven percent 
of the centers responding to the survey are operated directly or 
indirectly by state VR agencies. (Of the nine programs operated by VR, 
two identified themselves as direct grantees and the other seven are 
receiving funds through VR.) Host of these subcontractors are free-- 
standing organizations (62%), with the reinaining programs operating 
within umbrella organizations. Some centers were established by an 
umbrella agency and then became independent later. Thus, those centers 
which operate as free-standing organizations tend to have been in 
operation longer (6.8 years on average) th&n those iu umbrella agencies 
(4.7 years). Also, their annual budgets tend to be larger (an average 
of $436,000 compared to $180,000), and they tend to be less dependent on 
Part B funding (an average of 43% of overall bu^lget compared to 752). 

Of the 38% of the centers within umbrella agencies, 73% are under 
non-profit umbrellas and 27% are within government agencies. Thus, 
overall, 90% of the centers are non-profit organizations and 10% are 
government agencies (of which three-fourths are state Vk agencies). 

Sources of jiind^ag 

As shown in Figure II-l, the Part-B-f uhded centers overall 
received about 44% of their funding from Title VII, Part B grants, with 
over half of their funding coming from other sources. The total federal 
share of costs^ including other federal sources^ was almost half the 
total budgets of these centers. The state share comprised about 2A%, 
with local governments contributing 5% and private sources contributing 
almost 8%. It is important to note that Title VII, Part B grants 
provide funding to about half of the independent living centers 
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Figure Il-i 

Soarces -of- Fund iftg-^^r the Part B 
Centers for independent Living 
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operating nationwide, those programs hot receiving Part B funds during 
1984-85 were not included in this study, but other sources suggest they 
may be similar in terms of range of funding levels. If this were the 
case, then Part B funds would account for about one-fourth of the total 
costs of independent living programs nationwide. 

The median budget of respondent centers was $240, 0D6 (mean « 
$323,182) and ranged from $43,000 to $1.3 million* About a third of the 
centers had budgets under $175,000 a year, while another third operated 
on over $300,000 a year. Less than half (44%) of all centers received 
more than two-thirds of their annual funding from Part B, while over 
one-fourth (282) have less than 332 fimding from Part B. This distribu- 
tion may indicate that most centers address priorities and objectives 
other than or in addition to those set by the federal government. 

Part B funding grants per center ranged from $1,500 to $400,000 and 
from 62 of center funding to 1002, with the median grant being $130,216 
and the median percent of funding from Part B being 582. The smaller 
the center, the higher the proportion of funding that came from Part B. 

^Jse of Part B Funds 

The extent to which Part B funds various activities or components 
of a center's budget varies dramatically. Among respondent centers^ 242 
reportedly use their Part B funding for specific disability groups, and 
392 for specific staff. Most centers merge Part B with other funds in 
their internal accounting of expenditures; thus, 682 of centers report 
that their Part B funding is used across aJ 1 center activities, while 
322 reported using the funds for specific services. When Part B funds 
are specifically targeted, the services supported most often are 
independent living skills training, counseling, and administrative ser- 
vices. Advocacy and information and referral services are also 
frequently supported by Part B monies. 
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Among Centers using Part B funds for specific disability groups, 
most often funds are targeted to serving individuals who are blind or 
visually impaired. Some cei?.ters also target Part B funds to other 
groups such as individuals who are mentally retarded, mentally ill, or 
br ~in-in jured or to those who are deaf or hearing-impaired. A few 
centers reserve funds to serve people with multiple disabilities. 

Among the centers that use Part B funds to support specific staff 
positions rather than merging those funds into the center's general 
budget, a fourth of the 5taff positions supported are administrators^ a 
fourth are support staff positions, and half are direct service 
positions. 

In summary, the Part B funds vary dramatically from center to 
center in their importance, and in how they are used. The more years 
the center had been in operation and the larger the overall budget, the 
more that Part B funds are used to fund specific services. The fewer 
the years in operation^ the higher the proportion of a center's budget 
Part B is likely to constitute. 

Cost Per Consumer Served 

The average cost of direct services across the total program was 
$433 per consumer served (median ■ $353) over the last year, of which 
44% (or $191 per consumer) was provided by Part B funding. The range 
among the centers was quite large, however, extending from an annual 
cost of $37 to $5,000 per consumer served. Centers with the highest 
cost per consumer receiving direct services tended to be those (1) 
devoting more of their efforts towards information and referral activi- 
ties, (2) those in operation fewer years, (3) those with larger annual 
budgets, and (4) those centers serving exclusively rural areas (see 
Table IX-3). 



During 1984-85, a total of 1,564 individuals vere working during 
1984-85 in the 121 centers responding to the mail survey. On average^ 
each center had 13 staff positions. Of the total staff for the centers, 
182 filled administrative positions (an average of 2.4 pet centier), ^5% 
provided direct services (an average of 5.9 per center), 202 filled 
support staff roles (an average of 2.5 per center), and 172 held other 
types of positions. In addition, the centers reported the participation 
of 1^675 volunteers in their programs, or an average of 14 volunteers 
per center. 

Geographic^Service feear 

Independent living centers funded by Part B are located in all of 
the 50 states, the District of Columbia, as well as in Puerto Rico, the 
Virgin Islands^ and American Samba. Some 202 of centers are set up to 
serve their entire state, rather than being responsible solely for 
metropolitan^ rural^ or suburban areas. Of all respondent centers, 242 
serve exclusively rural areas, 462 serve urban (central city) areas, 102 
suburban areas, and 202 mixed areas (principally statewide centers 
including rural, urban and/or suburban areas). 
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III. CHARACTERISTICS GF CENTER CONSUMERS 



In response to two of the evaluation issues outlined by Congress in 
Section 7il(c)(3) of the Rehabilitation Act, this chapter describes the 
characteristics of ttie consumers served by the Title VIIp Part B inde- 
pendent living centers. Specifically, Congress has required information 
about: "(A) the number and types of handicapped individuals assisted'*; 
and "(B) the extent to which individuals with varying handicapp^:n§ 
conditions were served." 

The evaluation standards, developed for this study using the basic 
framework provided by the Congressional questions, include three stan- 
dards that address these issues in more detail: Standard 2 (target 
Population) states that centers should have a "clearly defined target 
population that includes a range of disabilities," Standard 9 (Planning) 
includes a criterion that centers set "specific objectives for numbers 
and disabilities of individuals to be served," and Standard 12 (Evalua- 
tion) states that centers should "maintain documentation of the number 
and types of individuals served." 

The following discussion is based primarily on data gathered 
through mail surveys of centers and consumers. The consumer population 
is described in terms of the numbers of individuals served by the 
centers, the types and severity of their disabilities, and other 
se lected demographic characteristics. 



NUMBERS OF CONSUMERS SERVED 

The 121 Part-B-f unded centers that responded to the Center Mail 
Survey reported providing services to approximately 48,100 consumers 
over a one-year period, and to an additional 13,800 individuals who 
were not disabled (e.g.^ family^ friends). Centers variea dramatically 
in the number of consumers served (ranging from 28 to 8,000), depending 
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on their budget size and other factors, but on average provide direct 
services to 400 disabled individuals annually (with the median center 
serving 219). 

The centers surveyed also reported an additional 56>000 individuals 
to whom they had provided informational and refe ral assistance. Many 
centers did not collect demographic data on these individuals and many 
do not consider them to be "consumers." Thus, while information and 
referral is an important component of the centers' service package (and, 
18^ in fact, identified as a primary service in the evaluation stan- 
dards), individuals who received ^g4v information and referral 
assistance are not included in the population described here. 

rYPES-AKP-SiVERITY OF DISABILITIES 

As illustrated in Figure III-l, Part B centers provided services to 
a cross-disability population, with orthopedically disabled impairments 
being the largest group served (482). The second largest group was deaf 
hearing impaired (17%), followed by "other disabilities" (152) which 
included diabetes, epilepsy, stroke and head injuries, and by visual 
impairments (122). Mental illness and mental retardation were the 
smallest groups reported, together comprising 82 of the consumer popula- 
tion. 

Slightly less than half of the centers served consumers from each 
of the six major disability groups, and 882 served more than one dis- 
ability group. Only 112 of the centers limit their services to consu- 
mers in one major disability category. (See Standard 2 in Appendix D 
for more detail on these findings.) 

A large majority (582) of center consumers became disabled before 
the age of 22. There is an equal distribution (292) between those 
disabled since birth and those who became disabled as children, adoles- 
cents, or young adults. 
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Figure III-l 

Priiaary-b-ljsabil-it-tes 43f 
Independent Living Center Consurcrs 
N = 48,063 




MENTAL ILLNESS (4.8%) MENTAL RETARDATION (3.3%) 
(n = 2,300) (n = 1,565) 
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Because centers have never been required to maintain records that 
identify consumers by the severity of their disability, it is difficult 
to determine the proportion of consumers who have severe disabilities. 
Data from the consumer survey, however, provide several indicators that 
can be used to estimate the number of severely disabled consumers. 
First, 572 of consunsers receive either SSI or SSDI, receipt of which 
indicates the presence of a severe disability that T' its the ability to 
work. An additional proxy was constructed by totaling the number of 
individuals who responded positively to at least one of the following: 
major disability of blindness, use of an electric or manual wheelchair^ 
use of a seeing eye dog or white cane, or use of an attendant. 
According to these indicators, 75Z of consumers have severe dis- 
abilities. 



BEMOGRAPHIC- CHARACTERISTICS 

The consumer mail survey provided demographic detail about 
consumers from the 36 sample centers. This section discusses findings 
relating to age, gender, ethnicity, educational attainment, income 
levels and sources, vocational rehabilitation client status, and living 
arrangements. 

Independent living center consumers were distributed almost equally 
among males and females, with females slightly predominating (542), 
Table III-l presents the age distribution of center consumers. The 
median age of consumers was 38, and 802 were between the ages of 21 and 
60, However, centers also served a sizable portion of adults over the 
age of 61 (142), 
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faBle iii-i 
Distribatioar ef Center Consuciers by Ajze 



Age 




t 


2 


Under 21 






54 


5.52 


21-40 






504 


51.5 


41-60 






281 


28.7 


61 and Over 






140 


14.3 


TOTAL 






979 


100.02 



Ethnicity 

As Table iii-2 shows, over three-quarters of center consumers are 
White^ and the remaining racial and ethnic groups each are represented 
by less than 8Z of the respondents. Table III-2 also includes a distri- 
bution of ethnic groups in the general U.S. population which illus^-rates 
that each minority group is under-repreeented among this sample of 
center consumers except for those in the Native American category. 
Several sample centers were located in areas with a high concentration 
of Native Americans. Blacks appear to be the minority group most under- 
served by independent living centers. 

Educational-Attaima&nt 

Slightly over one-third (34Z) of consumers have not completed high 
school, and one-fifth (19X) have no formal training beyond the ninth 
grade (see table III-3). However* over one-third (342) of center 
consumers have received at least some college*-level education. 



EKLC 



51 



30 



Table 111-2 

Dv6tribut40a^# tester Consimeris by Ethhic::ty 
Compared to the^eaeral ^epulation 



■ — . 

Race/Ethnicitv 


Consumer Suryev Respondents 


X of General 
Population (1^80)^ 


# 


-%-- 


White 


768 


■/8.4% 


83.1 


Black 


69 


7.0 


il.7 


Hispanic 


56 


5.7 


6.4 


Asian 


9 


.9 


1.4 


Native American 


55 


5.6 


.6 


Other 


22 


2.2 


3^ 


TOTAL 


979 


100.0% 


106.3 



Source is U.S. Census, 1980. Total is greater than 100% since 
Hispanic people may be of any race. 



Table II1-3 
Educational Attainment of Center Consumers* 



Education Level 


# 


% 


Less than Ninth Grade 


85 


19.0% 


Some High School 


67 


15.0 


High School Completion 


135 


30.2 


Some College 


103 


23 .0 


College Degree 


28 


6.3 


Some Graduate Work 


22 


4.9 


TOTAL 


447 


100.0% 



smaller than for most data items because the question was asked of 
oaly those who reported a change in educational level since frst con- 
tact with the center. 
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Income Lev^ls-abd Smir^e -s 

Table iII-4 shows that nearly four out of five consumers (79%) have 
an annual income of less than $7,200 and that over half (58%) report 
receiving less than $4,800 per year. 



Table IIi-4 
Income Levels of Center Consumers 



Monthly Income 


4 


%— - 


Less than $199 


96 


22.22 


$200 to $399 


155 


35.8 


$400 to $599 


92 


21 .2 


$600 to $799 


±9 


6.7 


$800 to $999 


25 


5.8 


$1,000 to $1,999 


25 


5.8 


Over $2,000/month 


11 


2.5 


TOTAL 


433 


100.0% 



At time of first contact with independent living center. Total N is 
smaller than for most data items because the question was asked only of 
those who reported a change in iiscome level since first cont:act with 
the center. 



As mentioned earlier, 57% of consumers reported that their income 
source is Suppleinental Security Income (SSI) or Social Security Disabi- 
lity Insurance (SSDI). Nearly one**f iftb (19%) of consumers receive some 
income from earnings (for more detail see Standard 2 in Appendix D). 

Vocational Reh a b i 1 ita^io^n-Cl-ient- S^t w 

Over two-thirds (70%) of consumers are now or have been in the past 
VR clients, and nearly one-third (30%) currently have an open case file 
with VR. Many of these consumers uRe independent living centers as a 
complement to the VR services, and many became VR clients through 
referral by a center. 
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Living Agra&getneBt^ 

Tabl*2 III-5 displays findings related to consumer living arrange- 
ments* 

Table III-5 

Living Arrangements of Center Consumer s* 



Living ArrahRement 


4 


Z 


Itistitution/Priinary Care Facility 


107 


13.22 


Parent ' s Home 


235 


29.1 


Supervised or Transitional Residence 


23 


4.2 


Cooperative or Shared Residence 


3b 


3.7 


In Own Hone or Apartment 


374 


46,1 


Other 


30 


3.7 


TOTAL 


811 


100.02 



'At time of first contact with independent living center. 



Although 94Z of consumers are over the age of 21^ only 46% live in their 
own home or apartment. The institutionalized population, though a small 
proportion of consumers served by centers (13%)^ is still a sizeable 
group, indicating that at least some centers are targeting this group 
for services. 

SUMMARY 

Independent living centers responding to the survey provided direct 
services to more than 48,000 disabled individuals this year. While it 
is difficult to describe a typical center consumer, that person is 
likely to be white, orthopedically and severely disabled, about 40 years 
bid, and nearly as likely to be male as female. The average cbnsumfct 
probably has not participated in post-secondary education and survives 
on a very low income, more likely than not from SSI or SSDI. Finally, 
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the consumer most probably has been or is currently a VR client, and is 
equally likely to be living independently as in a supervised setting 
(including with parents) at the time of first contact with an indepen- 
dent living center. 

in addition to providing direct iservices to disabled consusreis, the 
centers reported providing services to almost 14,000 nondisabled 
individuals (parents, friends). They also presided icformation and 
referral assistance to ar additional estimated : lOi^ individuals over 
the last year. 

The above summary cumbers of clients served are for the centers 
vhich responded to the survey questionnaires, some 121 of ibe 156 total 
centers funded under Part B. Extrapolations to the total population of 
Part B centerfi £re feasible, if one multiplies the survey response 
aggregateis by a factor of 1.28, representing tbs ratio of the total 
funding for Part B centers to the total Part B funding received by the 
centers which responded to the survey. The assianption is that the 
funding level of a center is aii important measure of how much service 
md client and community impacts a center can achieve. (The analysis of 
nonresponse suggests no obvious differences between the 121 responding 
centers and the nonrespbndents. ) The respondent centers comprised 77 .6% 
of all the Part B-funded centers, and 77.2% of the total federal funding 
for Part B centers; we thus will assume their achievements conserva- 
tively comprise 78% of the total achievement^ of Part B centers in 
services delivered and client and community impacts. Given this assump- 
tion, we would project that the overall Part B centers program 
nationally provided direct services to more than 61,400 disabled indi- 
viduals, and to some 17,900 nondisfi'led individuals (parents, family), 
as well as information and referral-only assistance to an additional 
71,700 individuals during the last year. 
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IV. SERVICES PROVIDED BY IN DE PENDENTE VINC-CENTERS 

In section 711(c)(35 of the Act, Congress has called for a descrip^ 
tion of "the types of services provided by the independent living cen- 
ters." This chapter describes the extent to which various types of 
services are provided^ and variations in provision of services to dif- 
ferent kinds of consumers. The legislative '"ovisions suggest a range 
of possible services that centers might provide. These were specified 
in more detail during the development of evaluation standards. Standard 
5 designates three services as fundamental or "core" services — 
independent living skills training, advocacy, and peer counseling — and 
suggests 11 other services which centers may choose to provide. Stan- 
dard 6 designates information and referral as an additional primary 
service . 

Services were grouped into major categories (such as housing or 
transportation, etc.) rather than identified as specific services within 
each category (such as housing modification or housing search assis- 
tance). If the latter approach had been used, the number of different 
services studied would have been prohibitive not only in terms of 
analysis but in terms of survey data collection burden. However, during 
site visits more detailed descriptions were obtained in order to provide 
examples of the service approaches being used. 

The findings presented in this chapter are based on data collected 
through mail surveys of centers and consumers, which _.re supplemented by 
qualitative information collected during on-site visits. In the mail 
survey, centers were asked to provide data on the numbers of indivi- 
duals receiving services in each category and the number of service 
units provided. As anticipated^ in the absence of standardized 
reporting requirements there was variation across centers in the defini- 
tion of units used to report service data. While several fairly common 
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alternatives have emerged from the field (e.g., contacts, hours^ and 
time increments), in total, more than 40 different types of service 
units were reported across all of the services and centers. No more 
than a third of the centers used the same unit measure to report ser- 
vices delivered for any of 18 services surveyed. (See the Standard 12 
discussion of service unit data in Appendix D). Thus, it is ir ' asibie 
to measure the extent to which services were provided by aggregating the 
number of units of services provided across centers. Most centers (over 
802 for all but four of the services) providing each service, however, 
did provide data on the numbers of consumers receiving services. In 
addition, consumer mail survey respondents were asked to indicate the 
services they had received from the center. 



THE EXTEN T TO WHICH "CORE"- SER^ICES^WERE PROVIDED AKD RECEIVED 

Table IV-1 illustrates the broad range of services provided by the 
centers and the numbers of individuals reported by the centers as 
receiving each. While centers varied greatly in terms of the range and 
particular combinations of services they provided^ there are a number of 
services that were common across most of the sample. The three ser- 
vices :rovided by the largest percentage of centers were independent 
living skills training (93Z)^ advocacy (87%), and peer counseling (86Z), 
the three services designated as "core" in the evaluation standards (see 
Figure IV-1). Moreover, 75X of the centers offered all three of these 
services. 

While centers obviously varied in the number of consumers served in 
each area, depending upon center size and other factors^ over the course 
of a year, centers provided advocacy services to an average of over 200 
consumers (oedian « 80), aad independent living skills training and peer 
eling to over 100 consumers (medians «= 70 and 40, respectively). 
Tht identification of these services as "core" services by the major 
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Figure 

Percentage of Centers Offering 

Various Xyp es of S-ervices 
100 n 
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constitufcTicies involved in developing the evaiuatiou standards under- 
scores the fact that these services have emerged as common themes in the 
delivery of services to promote the achievement of independent living 
goals. However, the distribution of services received by consumers was 
somewhat different from that of services offered by centers (see Table 
IV-1). While the service received most frequently by consumers (indepen- 
dent living skills training) was also reported as being provided by the 
highest number of centers, more consumers reported receiving housing 
and social/recreation services than the two other '*c6re" services (advo- 
cacy and peer counseling). Less than 50Z of the consumers who responded 
to the survey participated in any of the core services (independent 
living skills training, advocacy or peer counseling). Thus^ while these 
services from the centers" perspective seem to be necessary to meet the 
service needs of the consumer population as a whole, on an individual 
level they may not always be required. In fact, consumers tended to use 
a selection of services from among the many offered and seemed to vary 
widely in terms of the particular combination of services they used. 

While the core services were offered by the majority of independent 
living centers represented in the study, site visit data revealed many 
variations in how these services have been defined^ organized, and 
delivered by individual centers, as described in the following sections. 

Advocacy 

The concept of advocacy support to consumers has two dimensions. 
First, center staff encourage consumers to take action on their own 
behalf, assisting in problem solving, suggesting strategies, and, in 
some cases, providing formal advocacy training. This type of assistance 
is provided to consumers individually ^ as well as in group settings 
where peer interaction is felt to enhance the process. Second, the 
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Table 17-1 

Types of Services Offered by— Centers for tadefieadea^ 
Living Consumer-Reported Jteeelpt of Services 



Service 




Zvepor tea 


Coasumer- 
Reported 


Z Centers 

PmV Tri TTIO 
^ L U V ^U{^ 

Service 
(N-121) — 


# Coasiuaers 
Served 


% Cbasuiners 
Who Receive 
Services 


XL Skills Training 


93% 


12,142 


28 Z 


Advocacy 


87 


20,142 


23 


Peer Counseling 


86 


10,855 


28 


Professional Counseling 


29 


1,297 


— 


Other Counseling 


56 


3,731 


20^ 


Legal and Paralegal 


20 


1,294 


8 


Bousing 


82 


9,506 


29 


Equipment 


61 


4,204 


25 


Transportation 


67 


9,162 


29 


Social/Recreation 


62 


4 534 


-J Q 


Educational 


39 


2,337 


14 


Vocational Services 


43 


3,323 


13 


Interpreter /Reader/ 








Other Communication 


53 


4,673 


6 


Attendaht/Homemaker 


69 


7,385 


30 


Electronic Services 


9 


616 


5 


Family Support Services 


38 


1,980 




Information and Referral 


84 


52,395 


64 


Other 


31 


^: 4.233 


6 



Includes professional counseling and family support service 
categories. 
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center staff may taRe direct action on behalf of consumers when this 
seems appropriate, i.e., to make calls to or meet with relevant parties. 

Advocacy was the service that centers reported providing to the 
largest number of consumers (20,142) other than information and 
referral. As iliostrRted in Table 17-2^ advocacy services were used by 
all disability groups, although somewhat more by individuals with ortho- 
pedic impairments than other groups. Table IV-3 shows the statistically 
significant correlations between consumers' primary disabilities and the 
services they received. As shown in this table, there appears to be no 
significant differences in the use of advocacy services across 
disability groups. 

Independent Living Skills Training 

Almost all (932) independent living centers offered some type of 
independent living skills training, but site visits highlighted substan- 
tial variations in who conducted the skills training, content, where 
training occurred, and the extent to which training is formalized. In 
some centers, there is a trend toward hiring registered nurses and 
occupational therapists to provide health- and self-care-related skills 
training. Other staff cover non-self-care areas related to consumer 
rights, financial management, or coping with personal issues. Some 
centers prefer to emphasize a peer role modeling service approach rather 
than offering skills training as a separate service because they feel 
that it puts staff in a teaching role, taking away from the "peer" 
aspect of the relationship. 

Independent living skills training may occur at the center^ in 
consumers' homes, or at a community location. Some centers visited 
offer training through groups ^ others only on an individual basis, while 
others offer both. There is a trend for centers who offer more struc- 
tured types of skills training to develop formal written curricula or 
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Table IV-2 
Extent of C6as uiner-R ef>c>rted Receipt of 
Core Services tty^rimagy &i ga b i 1 i t y 

















Percent Consumers Receiving 










Peer 




lOLai 


Advocacy 


ILS Training 


Counseling 


Visufil XiiiDairni&nt 




22.92 


33.32 


25.22 


Hearing Impainnent 


126 


17.5 


27.0 


21.4 


Orthopedic Impair- 










ment 


676 


26.0 


25.6 


28.3 


Mental Illness 


54 


22.2 


44.4 


40.7 


Mental Retardation 


52 


17.3 


61.5 


23.1 


Other Disabling 










Conditions 


260 


21.5 


31.2 


26.9 


Multiple Dis- 










abilities 


16 9 


18.3 


30.8 


23.7 


1 All Clients 


990 


23.0 


28.2 


28.0 



Table IV-3 

Relationship Betveen Priaary ijisabiiity and CdBfl^iae^ jardcipa^tien- in Services^ 



Services Received/ 
Disability 


Visual 
Impaiment 


Hearing Orthopedic 
Impaiment Impairment 


Mental 

Illneps 


Mental Other Disabling 
Retardation — Conditions 


I and R 


.028 






-.009* 


Advocacy 










its Training 






.008* 


.001* 


Peer Gounaeling 




-.045 


.014* 




Other Counseling 


.ees* 






.027 


Legal 




.007* 




-.049 


UoQStng 










Equipment 


.027 




-.044 


-.001* -.001* 


Transportation 










Social/Recreational 




-.040 


.046 


.006* 


Educational 








.003* 


Vocational 






.001* 




Coionunication 


.005* 


.001* 






Personal Assistance 




-.034 




-.004* 


Electronic 
Other 


.007* 
.037 


.011 




-.040 

.038 


^based on Pearson Correlation Coefl 


[icients; relationship si 


tiivaiu at .05 level 



♦Relationship significant at .01 level 
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training sequences, especially if they offer training in groups, these 
centers reported greater success in obtaining f ee-fbr-eervi::e funding 
from other agencies than centers with more informal or unstructured 
approaches to independent living skills training. 

In addition to being the service that is offered by the greatest 
number of centers, independent living skills training is also the 
service which the largest proportion of consumers reported receiving 
(28.2Z). As shown in table iV-2, independent living skills training was 
received by at least one-fourth of every disability group, and by even 
larger proportions of individuals who are mentally retarded or mentally 
ill. 

The central concept in peer counseling is that persons with dis- 
abilities who have struggled for independence can best help others who 
are trying to cope with that struggle. Peer role modeling is thus at 
the heart of the peer counseling process. As with the other core ser- 
vices, however^ site visits highlighted extensive variations in how this 
service is implemented. One Irea cf variation is in the definition of 
"peer," or who delivers peer counseling services. In some centers, 
peer counselors are unjpaid volunteers o work with their disabled peers 
under the supervision of center staff, or as part of a network of peers 
who are available to each other for vc^^.al support within the disabled 
community. As unpaid olunt rs, chey remcin true peers by remaining 
distinct from paid staff In ^*'K^ir centers, paid staff '^ith disabili- 
ties provide peer counse/iug; and in some cases are required to ht*ve 
counseling or other proffssiona] aalif icati'^'is. There art also varied 
degrees of eruphasis on the j'sabil^'tj of the .reer cdunselbi^ with some 
centers carefully mate ^ng xik t " bility /pes, others encouraging 
consumers to get to know tnd.'tl.u;^! ith oth^.. tyres of disabilities. 
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and istill others determining the importance of disability-matching 
according to the consumer's specific objectives for the peer relation- 
ship, 

A second area of variation in peer counseling approaches explbried 
during the site visits was in hov services are provided. In some 
centers^ peer counseling sessions are set up on a regular basis in much 
the same way as more traditional professional counseling uervices, while 
in others peer discussion groups may convene , or one-on-one counse ling 
might occur on a more irregular, as-needed basis. In some cases peer 
counseling is highly structured, sfith establishment of specific coun- 
seling goals and careful monitoring of progress. Finally^ in some 
ce:.ters, peer counseling is viewed as occurring naturally as part of r- 
service delivery process involving all staff with disabilities in t^ 
ongoing work with consumers, : ather than as a distinct servict* cc 
ponent , 

Peer counseling services were provided by 86Z of the centers cui- 
veyed, and were received by almost as tdany consumers as received 
independent living skills training (28%). As shown in Table 17-2, peer 
CbuBseling services were received by over one-fifth of individuals in 
every disability group, with somewhat iaore utilization by individuals 
having mental illness as their primary disability (40,72). Table IV-3 
confirms that this is a statistically significant relationship, and 
indicates that individuals wich hearing impairments were less likely to 
receive peer counseling services than other groups, this confirms site 
visit findings that individuals with hearing impairments continue to 
receive many of their services through other programs and, while often 
relying heavily on ihd^penent living centers tor specific services, tend 
to be part of t somewhat insular community and participate less in more 
interactive services such as counseling and recreation* 
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Information and Referral 

In addition to the three core services defined in Standard 5 
(advocacy, independent living skills training, and peer counseling), 
information and referral was also desigrated as an additional primary 
service. Centers reported providing information and referral assistance 
to an average of over 200 individuals per year^ a much larger number 
than any other service. Many of these individuals received only I & R 
services and are not considered by most centers to be consumers in the 
same sense as individuals receiving other, more direct services. Many 
centers visited did not follow a formal intake procedure for individuals 
merely requesting informaLion and referral, and some did not bother to 
collect identifying or demographic information. Other centers placed a 
greater emphasis on I & R and used follow-up procedures to track the 
extent to which individuals* i & R needs were met. In fact, some 
centers encouraged individuals who requested I & R more than once to go 
through the regular intake assessment process because repeat I & R users 
often had unmet needs thf he center could help with more direct lyi 

The consumer sample was constructed to exclude "I & R only" consu- 
mers because; (1) it was expected that I & R by itself would contribute 
only indirectly to outcomes, (2) identifying the sample would have been 
impossible for those centers who do hot collect identifying information 
from I S R callers, and (3) it was anticipated that individuals with 
such limited contact with the center would be less likely to take the 
time to complfjte and return the survey. However, consumers of direct 
services also make use of 1 & R assistance. Almost two-thirdc (642) of 
the consumers responding to the mail survey reported having received 
I & R assistance. 
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TYPES OF SERVICES PROVlbED 

j*€gal^^nd Paralegal Services 

Legal and paralegal services are provided to assist consumers in 
administrative appeal processes and protecting legal rights. Some of the 
centers visited provided consumers with the information needed to enable 
them to act on their own behalf in matters that involve an appeal or 
legal process. Often the matters of concern related to financial bene- 
fits or social assistance programs with clearly specified appeal 
processes. In other centers, staff reported assisting more directly, 
acting on behalf of the consumer, and may have consulting arrangements 
with an attorney iS the community for more complex issues. Center 
survey data indicates that 202 of centers provided some form of legal or 
paralegal assistance. Only 82 of consumer respondents reported 
receiving legal or paralegal services. 

Housi^ 

Referral service to accessible and/or subsidized housing ir. the 
community was the most frequently cited form of housing assifCance 
'santioned by the centers visited. Ihis service often also included 
assisting consutaers to obtain eligibility for subsidized housing and 
developing extensive* relationships with property owners and housing 
assistance agencies. Another approach employed by centers to maximize 
housing options was to provide roommate matching services. Some centers 
had special funds to assist consumers in making necessary hoiie modifica- 
tions, others referrnd consumers to available resources in the 
community. While obtaining permanent housing was the goal of most 
housing efforts, some centers maintained directories of emergency 
housing services and hotels. Emergency housing vouchers, often 
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coordinated through local welfare agencies » were provided in emergency 
situations for short-term stays. 

A few centers provided bousing directly^ either on-site (often as 
part of a program coordinated with an umbrella agency) or in selected 
housing facilities in the community. Housing services were provided by 
most centers (82Z)| and these services were received by 29% of the 
consumer rsspondents. As shown in Table IV-3j there were no significant 
correlations between type of disability and whether housing services 
were received. 

Equipment 

Most equipment services to consumers involved loaning or main- 
taining and repairing mobility and assistive aids such as wheelchairs, 
walkers^ and commodes. Geaters also served as a referral source for 
conButners interested in obtaining or selling used equipment. A majority 
of centers (61Z) reported providing equipment services to consumers. 
Gne-quarter of the consumers responding to the consumiBr survey reported 
receiving these services* Consumers with visual impairments were more 
likely than other disability groups to use equipraent services, while 
those with mental illnesw were less likely to use these services. 

Tr a n sporta t4.^ 

Some centers which were visited provided transportation directly 
and operated vehicles priicarily used to transport consumers to the 
center for appointments and activities. In a few centers^ a center van 
was also used to transport consumers to medical appointments. Site 
visits reve^i'iid, however, that insurance and maintenance costs have 
forced come centers to discontinue provision of this * »"vicei 
instruction and information about available accessible private and pub- 
lic transit services was another transportation pervice offered to 
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consumers. Eovcv^ti some communities had limited options for consumers 
and the lack cf accessible public transportation remained a serious 
problem. Transportation services were provided by 67Z of the centers. 
Twenty-nine percent of consumers reported that they received transporta- 
tion services. 

Social and Recreational Services 

Formal and informal opportunities for socialization were provided 
by many centers. Some centers visited reported regularly scheduling 
social or recreational events for consumers. Centers provided 
encouragement for consumers to engage in activities they might not 
pursue ordinarily because of p>hy6ical limitations. Sotae centers were 
also important clearinghouses for inform tion about recreational activi- 
ties at the community and state level that are specially adapte ; to 
encourage participation by disebled people. Social and recreational 
activities were provided by many of the centers (622). Consumer Hail 
Survey data indicates that 29% of respondents participated in social and 
recreational activities offered by their centers. 

Educational-Services 

Some centers offered services to assist consumers in pursuing tbeir 
educational goals. These varied from assistivig families of disabled 
children with the lEP process, to providing educational cour.seling and 
learning support services to college students. One center visited alio 
offered remedial education to adults wishing to complete their high 
school equivalencies. Educational services were provided by 36% of the 
centers. Fourteen percent of consumers responding to the survey 
reported receiving educational services. 



Family _Sui^og^- Services 

Geared to family members of disabled consumers, these services 
provide counseling support and information. The tr^^asition to indepen- 
dent living is often facilitated for many consumers by family under- 
standing and support. This service was provided by 30Z of the centers. 

Vocational Services 

Most centers that provided vocational services did not have multi- 
level vocational programs that work with consumers at all stages of 
vocanional development. The few that d.id were often part of umbrella 
ageti^ies that had iong-sta;2din S' voca^.f 'aal progrems. Cetit-^rs often 
coordinated services with r^rhe^ a^-tn liis, such as the state agency 
and local employment develupflir: . ^ao^raos. A few center^ or'ferel y^re- 
vocational adjustment programs ji^repare consumers ^ox trai^trig. Other 
centers assisted consumers with resume ytitiv*% *md iob r^earch giiills and 
provir ' placement follow-up Sijrvices. A few t;oi^ter5 had received 
grants to start specialized training programs in areas i^.'Jih as computer 
training and telephone answering or to develop tr iinxcg programs for 
specific disability groups. Vocationsl services we:.e provided by 43% of 
centers and received by 13Z of consumer respondents. 

Xnterpret^r,^^ea<ter,^ nd Othe s^ Cbmmunicatibn Services 

The most common communication service provided by centers visited 
was telephone assistance for hearing-impaired consumers through i ^ D 
relay. The center was often a consumer's primary mechanism for informa- 
tion exchange. Some centers also provided interpreter services for 
hearing-impaired consumers, or maintained referral lists of 
interpreters. In addition^ many centers assisted consumers with visual 
impairments through braille services and reader referral. Slightly more 
than half (532) of the centers provided communication services. Or ly a 
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small percentage (62) of consumer i spondents reported receiving 
communication services. 

Attendant and_ Homemaker Services 

Most of the centers visited provided attendant and homemaker 
services throvt^jh maintaining a registry of available attendants for 
consumers bite. While centers recruited and screened potential 
attendants, it vas most often the consumer's responsibility to select 
and approve the attendant. Hany centers provided consumer training in 
selecting and managing attendants. Consumer r Is are often developed 
by centers for this purpose. Some centers ran training programs for 
attendants to increase the attendants* knowledge of disability-related 
issues and to teach attendant care skills. A few centers administered 
personal care attendant funds directly and determined consumer eligibi- 
lity. Slightly over two-thirds (692) of the centers provided attendant 
and homemaker services and almost one-third (302) of consumer 
respondents reported receiving such services. 

llectf onic-Servic^s 

Electronic services involve providing consumers information about, 
access to, or loan of electronic equipment such as specially adapted 
computers or environmental control systems. Only 92 of centers provided 
this service to consumers, and only 52 of the consumers in our sample 
reported that they received such assistance. 

CENTER SERVICE PHILOSOPHY 

While many of the services described above are similar to services 
provided by other social service agencies, the delivery of services 
through the Centers for Independent Living Program is considered 
distinct from other approaches in terms of service philosophy. The 
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evaluation standards specify several components of this service philoso- 
phy considered important to the program: use of peer role models, promo- 
tion of self-help and seif-edvocacy^ consumer definition of his or her 
own service ^iectives, and consumer control ot his or her own service 
delivery. As shown in Table IV-4, centers generally reported a high 
degree of er^.hasis on these service approaches, with 93Z of respondent 
centers reporting a strong emphasis on use of peer role models^ and 97Z 
strongly emphasizing consumer self-help and self-advocacy* Data from 
the rc-'.munity agencies confirmed that the independent living service 
ilii. phy was indeed emphasized by most centers (Table IV-5). 



SUHKA R4f 

The Title VTI Part B Centers for Independent Living offered a wide 
range of diffei types services, with variations in how individual 
services were ][>rovi;^ti»cI , and i. how service records werie maititiaine'l. 
Almost all centers oL.ered each of the "core" services identified as 
fundamental services in the evaluation standards (independent living 
skills training, peer counseling^ and advocacy), and three-fourths 
provided alJ t.iree of these services. On the other hand, less than half 
of the consui^ers f /eyed received any of these services. Tbus, while 
it may be essential that centers offer this set of services, they are 
not necessarily "core" from the individual consumer's viewpoint, given 
the diversity of consumer needs. 

Most centers offered i ^xf ormat ion and referral services, as 
stipulated in Standard 6. AlDOSt two-thirds of direct service consumers 
also received I & R services^ in addition to the many individuals 
receiving only i & R services who were not surveyed by the evaluation 
and, in 'M&ny cases^ who were not identified or counted as consumers by 
the centers they contacted* 
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Table IV-4 

Center-R eported Emphasis on Independeat Living Service Philosophy 





% of Agencies 






Giving High 




Philosophy Component 


Fating (4 or 5)* 


Mean 




(N « 121) 


Rating* 


Peer role models 


93% 


4.6 


Self help and self advocacy 


97 


4.7 


Consumers define own service objectives 


82 


4.3 


Consumers control of own service delivery 


81 


4.2 


Average across all four components 




4.5 



Based on rating scale of 1 (not an emphasis) to 5 (strong emphasis). 



Table IV- 5 

Communit y A^r.fiiv/v A s^e^ment-of-Center-Em phasis 
Ind ep epderl L iving Service Philosophy 



Philosophy Component 


% of Agencies 
Giving High 
Rating (4 or 5)* 
(N » 400) 


Heap 
Rating* 


Peer role models 


752 


4.i 


Self help and self advocacy 


84 


4.2 


Consumers define own service objectives 


59 


3.8 


Consumers control own service delivery 


51 


3.6 


Average across all four components 


~- 1 


3.8 



Based on rating scale of 1 (not an emphasis) to 5 (strong emphasis 
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All but one of the other 11 services included in tht* evalustion 
standards (prof esGional and other counseling, leg^l and par-iiegai ser- 
vices, housings equipment services, tr«.r >po cation, floci«l and recrea- 
tional services, education, family support, vocational services, inter- 
preter and communication services, attendant and homesmaker services, and 
electronic serv zes) were provided by at least a fifth of respondent 
centers • 
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V. CONSUMER GUteOMES 

Perhaps the most important aspect of evaluating the Centers for 
Independent Living Program is the assessmeut of its affectr on 
individuals receiving services. In Section 711(c)(3) of the Act, 
Congress asks '^low services provided contributed to the maintenance of 
or the increased independeD.:e of handicapped individuals assisted." 

Unfortunately, there are no simple and widely accepted measures for 
the Dutcoffles of independent living efforts akin to the employment and 
earnings measures used for vocational rehabilit ion programs, fiistori- 
cally, independent living programs have focused their data collection 
and reporting efforts largely on numbers of individuals served and the 
number of contacts or units of service provided. After much considera- 
tion, the National Council's Standard 3 calls for assessing increased 
consumer achievement of independent living goals in areas "such as, but 
not limited to" 20 different ar(:a£. 

This chapter riepbrts on the achieveiDent of consumer outcomes in 
these many varied areas. Achievement is measured in several vays. 
First, in the center mail survey all centers were asked co report the 
number of consumers achieving specific positive outcomes based on center 
records. Accountability for specific consumer outcomes represented a 
dramatic d^i;afture for many centers from their traditional data cdllec- 
ti:ca snd reporting practices. Even those centert which were already 
monitoring outcomes did not have data collection and nonitoring proce- 
dures designed to provide direct data for each of the areas of concern 
in the evaluation standards. Thus, a data category used by a center 
might merge several of the requested categories into one. Still other 
centers may have lacked some data items altogether, lacked an ability to 
readily access heir data, or perhaps not have targeted that type of 
consumer goal. Estimates were permitted in these cases but reanalyzed 
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by the evaluation to ensure consistency with other data reported and 
with site visit observations. (The analysis found no cignificant dif- 
ferences in levels of achievement between those centers using exact 
records and those providing estimates^ suggesting that estimating pro- 
duced no obvious bias towards over- or under-reporting.) 

Because the lack of common Oiitzome measures was anticipated, the 
study also collected survey data directly from the consumers themselves. 
The consumer mail survey examined outcomes in two ways. One group of 
questions asked consumers whether they improved or maintained their 
situations in five key areas (housing, education, employment, income, 
and transportation) since first contact with the center, and the extent 
to which the center helped to brin^ about any iinprovement s. A secui^d 
grov.p of questions probed a wide range of other gains that consumers 
flight have experienced in the areas specified in the standard. 

CENTER-REPORTED OUTCOMES 

Table V-1 summarizes consumer achievements as reported by the 
centers. Over 58,000 positive outcomes were reported by the responding 
centers, in many different forms. 1 The most frequently reported 
achievement is securing services for consumers through referral to other 
programs, reflecting the extensive information and referral efforts 
observed during the sits visits. (These referrals are in addition to 
other assessment, case management, counseling, and other services 
received by the consumer from the center; consumers who receive only 
referral services (I & R) are not considered clients of the centers in 
this analysis and are not included in the counts of outcomes being 
reported here.) Over 5,000 consumers were reported as achieving each of 
the following outcomes: learned to use public or other transportation, 
obtained financial benefits, acquired assistive mobility and/or 
communication aids, acquired attendants or homemakers, and acquired 
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Table V-l 

Consumer Outcomes Reported by Centers for independer.t Living 



type of Outcome 


# of Consumers 
Reported as 
Achieving Out^omei 


Z of Total 
t Outcomes Achieved 


Obtained Housing Modifications 
to Improve Accessibility 


2,254 


3.9% 


Moved from Institution to Less 
Restrictive Setting 


2,030 


3.5 


Obtained Financial Benefit 


5,542 




Learned to Use Public/Other 
Transportation 


5,941 


10.2 


Acquired License to Drive 


264 


.5 


Acquired Aft^ndnnts. Homemakprs ^ 
Etc. 


5^033 


8.6 


Acquired Hesdsrs or Interpreters 


5,021 


8.6 


Obtained Services by Referral 
to Another Frogran 


15,210 


26 .1 


Became Able to Carry Out 
Houisiehold Chores 


3,653 


6.3 


Acquired Mobility, Communication 
or Visual Aids 


5,47 2 


9.4 


Achieves £docational Goals 


1,818 


2.7 


Obtained Employment 


1,548 


2.7 


Registered to Vote 


2,639 


4.5 


Gained Membership in Community 
Groups 


1 ,170 


2.0 


Other Outcomes 


692 


1.2 


TOTAL 


58,287 


100.02 
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readers of interpreters. Over ^,500 roLsu^ers v i.-yv-.ed to have 
become able to carry but hdusehbld. t*r>d sbf ^^yivt, ee. wexl over 2,(300 
consumers were reported as moving ovi of iuistitutions , ^-.ore indepen- 
dent living situations. Even though employment is not cc ^irooly seen as a 
major objective of center service^ ce nters ou average £»f..i assisted 13 
individuals e year to secure emolojrnent — presumably by supplementing 
the cervices of vocational rehabilitation programs with additional inde- 
pendent living serv?. - f . They each on average also helped deinstitu- 
tionalize 20 individuals a year. 

The diversity of outcomies reported by the centers illustrates a 
basic difficulty in evaluating independent living services — that each 
disabled individual presents a somewhat different constellation of needs 
and thus has different goals appropriate for services and achievement. 
Centers beginning to develop their own outcome measurement systems 
tended to focus on individual goal achievement measuree in order to 
reflect the individualized nature of the program. Some used indivi- 
dualized written independent living plans (IWItP) akin to the indivi- 
dualized written rehabilitation plan (IWRP) used in VR p:-ogram6. Bow- 
er, center staff reported that the process of identifying intended 
outcomes for independent living services was ofteu very different from 
the IWRP process. Consumers of independent living services were less 
likely to have a clear idea of their goals than VR consumers, anJ niany 
found the concept of goalsetting to be unfamiliar if decisions 
previously been made on their behalf by someone else. Often goal p3?r- 
ning was an evolutionary process rather than a first step. Sometimes 
the establishment of goals was an outcome in and of itself. 

CONSU^gjR-REPQRTEB QUTCQKES 

The consumer survey also reflects the diversity in consumer goals, 
but has the advantage of being able to comprehonsive ly gather similar 
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data fros aV consumers regardless cf the information system that may 
have been used at the center where the cr^nsumer rieceived services. (The 
Consumer Mail Survey instrument is included in Appei.dix B.) eonsumers 
were asked if they had experienced improvementL in their housing, educa- 
tion, employment, income or transportation situations. They were also 
asked if contact with the center bad helped them to experience gains in 
knowledge, skills, aids , benefits or services, or persona 1/ social 
growth. Over 902 (91.52) of the consumers responding to the survey 
reported gains in at least one area. 

In addition, the survey asked consumers if their own major purpose 
in seeking center services was to gain additional independence or to 
maintain a current level of independencii Nearly one-third (322) 
identified themselves as ^gain" consumers, 382 reported they were trying 
to maintain independence, and the remainder were seeking information or 
had other purposes. Further analysis shows that "gain" consumers tend 
to be younger than "maintenance" consumers and more -*-equently received 
independent living skills, housing, transportation, education, voca- 
tional, and personal assistance services than "maintenance" consumers. 
Maintenance consumers -vre more likely '^o be those who became u. sab led 
as adults. 

Table V-2 summarizes consumer responses about whether they had 
experienced improvements in their housing, educatioa, c^niployment , 
income, or transportation situations during contact with the center, and 
whetLer they beli«^ved the center helped them in making the gains they 
achieved. Almost 752 of the respondents reported improvements in at 
least one of these five areas, with almost two-thirds (652) crediting 
the center with helping make at least cne 6i the improvements. Housing 
was by far the are^ in which most disabled consumers reported gains, 
with 692 reporting that their current housing situation allowed more 
independence (such as thrc ,h increased accessibility or a move to a new 



60 



Table V-2 





-Reported 


improvements 


ox ^ain tenatiee^ 




Situation 






























Reported 
Improvement- 




Reported ILC Help in 
ImpreviaE Situation 


Area of 
Jmprov€isent 


# of 
Consumer 


s 


Total 
N* 


J of 
Consumers 


# of 
Consumers 


Total 
N* 


2 of 


Sousing 


578 




8U 




692 


292 




875 




332 


CiUu c a L X o u 


221 




9C'9 




22 


107 




906 




12 


Employment 


105 




892 




12 


78 




897 




9 


Income 


296 




917 




32 


97 




912 




11 


Transportation 


237 




915 




26 


224 




925 




24 


At Least One 
Improvement 


740 


990** 




75 


478 1 


740** 


65 



















Keported Maintenance 


Reported Either Improved 




of Current Situation 


or Maintained Situation 


Arf.- ''• 


# of 


Total 


2 of 


# of 


Total 


2 of _ 


impr ovemeat 


Consimers 


^* 


Consumers 


Consumers 


N* 


Consumers 


Rousing 


150 


841 


18% 


728 


841 


862 


Education 


688 


909 


76 


909 


909 


100 


Employment 


700 


S7/ 


80 


805 


877 


91 


Income 


532 


907 


59 


828 


907 


91 


Transportation 


619 


911 


68 


856 


911 


94 


Haintained three 














or More 


590 


990** 


60 








Maintained All 














of the Above | 


58 


990* 


7 

1 









*'total N" includes consumers responding "yes," '^o," or "not 
applicable" to questions about changes ic situation. 



**>.lso includes missing cases, 
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residence). Even though employment is generally not thought to be a 
priority among independent liv jg service consumers, more than 12% of 
the consumers reported an improved employment situation (e.g.^ had 
become employed, had increased hours of employment, had become employed 
at a more desirable job). 

the consumer evaluation of the helpfulness center services in 
achieving situation improvements varied across types of improvements. 
Most consumers did credit their transportation (96Z) ^ml employment 
gams (72%) to center services, half credited center services for their 
housing and educational gain^ and only 332 credited center services for 
their income gains^ This suggests a realistic differentiation by dis- 
abled consumers of those improvements in their lives which may have been 
due to the centers* assistance and those which were likely to have been 
influenced by other factors (e.g., cost of living increases in SSI 
payments) . 

The consumer survey data also provide estimates of the numbers of 
individuals who maintained their current situation since the time they 
first contacted the center. Consumers were ':onsidered to have main- 
tained their situation if they reported that - current situation was 
neither better nor worse than when they fir«t had contact with the 
center. As illustrated i Table on average, 932 of consumers 
reported that they had either improved or maintained their current 
situation in each of the five are&fi. 

Tables V-3 through V-6 summarize the consumer responses concerning 
a broad range of additional gains and improvements which they explicitly 
attributed to center services. Four general categories of change were 
probed in the survey: personal and social changes (Table V-3); 
increased knowledge of the type likely to facilitate independent living 
(Table V-4); increased skills in meeting their own needs (Table V-5); 
and the receipt of r' nefits and services (Table V-6). Within each 
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TaBie V-3 

Cbiismner-Repbrced Fersbhal or So cial Changes 
ibrbueh Contact vjrth Center 



Area of Change 


# of CoDsumlBrs 
Reporting, Change 


X of Consumers 
Reporting Change 


More Comfortable in Public 


^♦27 


48. 6Z 


More Comfortable Socially 


37 5 


42.7 


Cope Better with Disability 


454 


51 S 


Feel Better Regarding Sexuality 
and Relationships 


255 


28.9 


Belong to More Community Groups 


177 


20.1 


Have More Friends 


325 


37.0 


Feel More Self-Confident 


488 


55.6 


More Assertive 


402 




Participate in More Sports 


157 


17.8 


More Healthy and Physically Fit 


240 


27.3 


Other Changes 


75 


9.2 


Reported at Least One of Above 


676 


68.3 
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Table ^-4 

CcDsum er-Reportec^ Cai^s in knowledge 
Through Contact vi rh Center 



Area of Knowledge 


■ — — — 

i of Consuintrs 
RepoftinR Change 


_ . . 

% of. Cousuffldrs 
Reporting Chanke - 


Education/Training Opportunities 


312 


35.52 


Employment Opportunities 


219 


24.9 


Affirinative Action 


193 


21.9 


Benefit Programs and Financial 
Ass istance 


317 


36 0 


no - ^ Uptic s and Home 
^ essibilicy 


337 


38.3 


Personal Health 


?83 


32.2 


Personal Care Assistr^r^p 


359 


40.0 


Equipment Options 


326 


37.1 


Social/Recreational Activities 


340 


38.7 


Transportation Options 


334 


38.1 


Other Knowledge 


42 


5.2 


Acquired at Least One of tb Above| 


643 


75.1 



Table V-5 
Consugier-Report^ ki^ a- Acquired 
Through Coi.i.act with Center 



Type of Skiii Aequired 
T hr oufeh- Cenfe^r- k&sist t .ice 


"onsumers 
RfcL. tine Skill 


% of Consumers 
ReDortine Skill 


Abil tty to Confront Jtif rineement 
of Rights 


334 


38. 2Z 


Manage Personal Finances 


216 


24.7 


Acqv.ire Medical ;'Coiinnunity Services 


328 


37 

1 


OAt"T*V oil TloilCoVltllH an/I QK i-knr\ ^ n rr 

Chords 


252 




/i>^i{uxi. tr uuuocnuiu ouppori. oervxces 


. • ) 


26 .2 


Manage Self-Care Routine 


226 


25.8 


Manage Attendants 


244 


27.9 


Use Equipment /Aids 


222 


25.4 


Use Community Resources 


317 


36.1 


Acquire/Use Transportation 


298 


34. n 


Develop Career or Life Goal Plan 


208 1 


23.7 


Other Skills 


AS 


5.9 j 


Acquired at One of the Above 


693 


70.0 I 



8i 
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Table V-6 

Ccn s mn f r-Re port ed Aids ^Be a&f i t ' : Services Rfeeeiv& ii 
Th rcugh Tontacc v i, . - ^nter 



Aids, Benefits, or ;5ervices 
Received Thrdugh 
Center Ass tst^Bce 



Attendant 
Reader 
interpreter 
Mobility Aid 
Conncunications Aid 
Adsotive Equipment 
Equipment Rap&ir 
Legal Services 
Other Aid or Service 



Received at teast One of Above 



# of Consumers 

Receiving 

Services 



267 
32 
40 
179 
98 
120 
153 
199 
112 

614 



Z of Coi-sumers 
B<.»C2iv-..r>g 
•■rv ictis 



30.9% 
3.7 
4.6 

20.8 

ii.4 

13.9 

17 .8 

73.1 

62.0 
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categoryj nine to 12 s :cific areas of change were probed. Overall, 89% 
of consumers reported at least ime change across the four areas. There 
Was relatively little variability across the four general areas, with 62 
to 75% of consumers reporting at least one gain in each area. The 
average number of changes for each consimer was one to tliree in each of 
the four ^^eneral areas: personai/sociai changes (3.4 cr.anges on 
average), aids (1,2 changes), skills (3.0 changes), and useful knowledge 
(3.1 changes). Tk^. mo frequently reported achievements vere within 
the personal/social change cluster (Table V-3), with " majority of 
consumers reporting greater self-confidence (562) and cc better with 
being disabled (52Z) as a result of their center cont t. :fhen asked 
about knowledge gained (Table V-4), consuiners most frequently reported 
having learned about social/recreational activit:.e8 (392), housing (38Z) 
and transportation options (39%). The three most frequently acquired 
skills reported by consumers (Table V-5) were skills in confronting 
irfringement of right c (382), acquiring medical and community services 
(372); and learning hov to use communrty resources (362). The most 
frequently rey>orted aids, benefits or services (Table V-6) were atten- 
dant cervices (312), legal or advocacy ser«/ices (232), and mobility aids 
(212). 

The review of i^tandatd 3 in App€ :iix D presents in detail the large 
var-^'fety of out comet probed in the contex^ of the 20 areas, of impi.bvement 
iai :.ut in the standard. For each arefi^ at Ir^^t 20% of consu-aers 
reported improvements on at least one outcome related to that area. 
One-third or more of the consumers reported gains in 11 of the areas: 
living arrangeit- ti (69?:), self-direction (662). persona] grcPth (572)^ 
social skills (^'^2)^ communication (462), personal care (412), recrea- 
tion (392), housing (382), transportation (382), assistive devices 
(372), education (362), and income and financial management (362). 
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As an overall summary question about the impact of center services^ 
consumers were asked to rate on a scfle of 1 to 5 the extent to which 
they perceived the centers as helping increaisie their indcLen ence. A 
major" -y (57%) gave the maximum "5" rating, and ,8% gave ratings of "3" 
or above. 



FA CTOJI S-CON^IB UT IHG-TO- S J C CES S 

Tables V-7 through V-iO summarize the findings of the multivariate 
pnalysis described in more decail in Chapter IX and Appendix E. As 
illustrated in these tables, the most important factors con : ibnting to 
consumer outcomes were "ha services received, Grganizaticaal aud 
consumer characteristics also had an effect cn some o^u^ccmes, although 
most factors tended to have a positive effect on rior ■ outcomes and a 
negative effect on others. 

Which Services >fade the Biggest Difference to Consumer Out c^otaes? 

As iilustt^- :. in Table V-7, all of the services received by consu- 
mers had a ^^i^itive effect on consumer achr, ?veriic?nt in at least one of 
th'-: ccnsumer-report ed outcome areas. F . some differences in 
effect were observed. Housing services had the greatest observe^, 
effect, as they were associated w: h greater achievement in all seven 
consumer reported cuter areas. Advocacy, ir;dependent living skills 
training, peer couaeeling, and equipment services also were each posi- 
tively associated with four of the seven areas. Vocational, electronic 
and "other" services had more narrow effects, each affecting only one 
outcome area. None of the services were negatively associated with 
achievetuent in any of the outcome areas, with the exception of legal 
services, which was negatively associated with situational improvementb 
This may simply reflect the fact that consumers requiring legal assis- 
tance may face greater barriers than those not needing legal help, or 
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It:L-le V-7 

Effect <>^Serviees Reee^v^d aad Service Characteristics 
Upon Consumer-Re»c>r4:€U^ut ji&fr ^ 



Characteristics 



t cf Outcomes 
Posit ively 
Associated 



Service Received : 

Information and Referral 

Advocacy 

ILS Training 

Peer Counseling 

Other Counseling 

Legal 

Hous ing 

Equipment 
Transpof tat ion 

Social/Recreational 

Educational 

Vocational 

Communication 

Personal Assistance 

Electrons.. 

0th. 

Servica Cnsracteristics : 
Frequency of Contact 
Persoaal/Dirtct Centier Contact 
Length of Service Period 
Long Service Period (4+ years) 
Case Management 
Staff vith Similar Disability 
Staff with Different Disabilitj 
Consumer Volunteered at Center 



TOTAL 



2 
5 
4 
4 
3 
3 
7 

4 

3 

3 

3 

3 

2 

3 

1 



5 
4 
3 
0 
6 
0 
3 
3 
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# of Outcomes 
N^g-.t ively 
Associated 



0 
0 

b 
e 
i 
e 

0 

6 
d 

0 
0 

6 
d 

0 
0 

e 

0 

6 

4 

d 

1 

0 

b 



# of 

Outcomes 
Pnreiate 



5 
2 
3 
3 
4 
3 
0 

3 

4 

4 

4 

4 

5 

4 



2 
3 
4 
3 

i 

6 

4 
4 
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^Based on multivariate analysis. 
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Table V-8 
Effect of Services Offered 
Upon Center-Reported Outcomes 





f of Outcomes 

Positively 

Associated 


#_of Outcomes 

Negatively 

Associate 


# of ! 

Outcomes 
Unrelated 


Advocacy 


1 


2 


4 




2 


1 


4 


Peer Counseling 


1 


i 


5 


Legal 




1 


4 


T- i. f es s i ona 1 Coun 1 ing 


1 


2 


4 


Other CounseliD*; 


1 




4 


Hdus xng 


2 


e 


5 


Equipment 


0 


4 


3 


TransDor tfl ■ on 






«f 


Recreation 


2 


i 1 


4 


Educaiibnai 


1 


2 1 


4 


Vocational 


i 




6 


ConnDunication 


6 




5 


Attendant 


2 






Electronic 


3 i 


i 


3 


Family Support 


1 


i 


4 


I & R 


i 


3 


3 


Other 


i 


2 


5 




25 


33 
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^Based on multivariate analysis. 
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'J. ■"■■■"'g^ aaer Characteristics Upon 



■-'.V:-; V. i-.tzi^±^ crd O utcome s 



a 



Characteristics 



# of Outcomes 
Positively 
Assbcira ted 



Ceagtimer Characteristics : 
Past Work Hist or j 
Age 

Sex-Female 

Hinority/Ethnic Group M^ber 
Time Since Onset of Disabilifv 
Living in Supervised Setting 
Living with Parent (s ) 
VR Client Status 
Someone '"^se Completed Survey 
Goal of Improving versus 
Maintaining 

Preseace of Bisability : 
Sevfirity of Disability 
Visual Impairment 
Hearing impairment 
Mental Illness 
^'c-ntal Retardation 
Other 



TOTAL 



0 
0 
1 

d 

2 
7 
4 
6 
0 



1 
3 
0 

i 
1 

2 



30 



# of Out comes 
Negative ly 
Associated 



i 
1 
6 
0 
6 
6 

b 

6 
6 



c 
1 

5 
0 



19 



* of 

Outcom s 
Unrelated 



6 
6 
6 
7 
5 
6 
3 

i 

i 



5 

i 

7 
5 

i 

5 



63 



ar 



sed on multivariate analysis. 
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Cent jr Chiracteri atie^ : 

Free-Standing Agency 

total Agency Budget 

Teart in Operation 

Part B X of Budget 

Community Dev^lopis^iat at 
X of Effort 

Rural Service Area 

Dliibled Director 

Ditabled Staff 

Mrect Grantee 

KoGprofit Organization 

Partial State Service Area 

Percent of Confunera 
Referral Only 

Disabled Board 

XL Pbiloiopby 

C e Ptcr -ManaRqneirt Practices ; 



Define! Specific Service 
dbjectivet 

Deteminet Average Coat 
Per Service 

Dociixaenti Consumer 
Goal Acbievonent 



TOTAL 



Table V-IO 

Effect of Center C h^^ g c^tieristics and Hanagement Practices^ 
Upon Center" ^nd Consumer-Reported Outcotaes* 



f of Outcbmea 
Poait ively 
ASBOciaCea 



Cetiter-Reported Outcomea 



3 
3 
2 
0 

0 
0 
1 
3 
3 
0 
3 

0 
2 
2 



25 



# of Out cocea 
Negatively 
Aaaocia tgd 



2 

3 
0 
2 

3 

d 

0 
0 
0 

2 

6 
2 
4 

i 

1 
1 
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# of 

Due cornel 
Unrelated 



1 
5 
5 

7 

6 
4 
4 
7 
3 

I 
3 
1 



5 
6 
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# of Outcoaea 
Positively 
AsBociat^ 



Conau ner- Rep o r ted butc<f^^# 



0 
3 
2 
3 

1 
0 

i 

0 
0 
2 
0 

1 
6 

5 



24 



# of Outcomes | # of 
^«l*^^vely J Outcomes 
Asso^^ted I Unrelated 



0 
0 

0 

0 

0 

i 

2 

3 

3 
0 

2 
3 
0 



19 



7 
4 
5 
4 

6 
6 
4 
4 
4 
2 
7 

4 
4 
2 

3 
5 
5 
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Ha^ed on multivariate analya^'i* 
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have complex problems. Table V-8 shows that vhiether or not a center 
offered a given service was not consistently related to center-reported 
outcomes. This is partially due to the fact that center data do not 
allow testing direct re? ^tionships between services and outcomes. 
Centers were only asked which services they offered, not which ser ; f^i^ 
were used by their consumers achieving gains. x: mportant to note, 
however, that centers offering a broad arts/ : . « ^ivices tended to have 
higher butcbmes. Generally, services received by consumers bad the mosL 
statistically signi ' . t impact on outcomes, relative to consumer and 
center characteri . .h. (See Chapter IX for a fuller explanation of 
this finding.) 

For Wh-L ch Kinds- of— C&nsumers Were Centers Host Successfu l? 

Because consumers varied so much in their needs and goals, consumer 
characteristics that appeared related (in a slatistically significant 
way) to one kind of outcome proved unrelated to another outcome (see 
Table V-9). Several general patterns across many (though never all 
outcomes) were apparent, however: 

• Older consumers were less likely to improve and indre 
likely to maintain their current situations. Younger 
consumers were more likely to experience personal/social 
changes than older consumers. 

• Consumers who are currently or were previously Vocational 
Rehabilitation clients were more likely to experience 
gains than other consumers. 

• Type of disability generally made few consistent differ- 
ences in achievement. Ho\;ever, consumers with mental 
retardation Vere less likely to achieve outcomes in most 
areas (although more likely to achieve personal/social 
changes than other groups). Other disability groups were 

o 92 
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more likely to repoi ^ng experienced gains ir some 

areas, while less li .y in other ,^r^;is (see also Table 
1X^4 > . 

• Consumers living in D^re riestrictive ai d supe- i o^-'. set- 
tings were more likely to report ga^as : / consu- 
mers. Consumers living vith the::r parents re more 
likely to report gains cn "^ M-e outcome measures. (Such 
consumers were more likel; to have an identified goal of 
improvement rather than mEii:i:enance, and wese likely to 
have greater needs and roor; for improvement than indi- 
viduals already living independant ly.) 

• The severity of a consumer's disability, as measured by a 
comp »ite of a variety of proxy measures (see Chapter 
II£) was not associated witXi consumer outcomes for most 
measures^ though it was negatively related to some situa- 
tionel improvements (like housing), and positively 
related to gains in skills. Individuals vith the most 
severe disabilities, as indicated by the need for someone 
else to complete the survey on their beha-f, were less 
likely to experience gains tnan other consumers. 

Thus, the centers appear to be effective for a broad lange of consumers 
both in increasing and maintaining their independence. The consistently 
positive relationship between VR client status and outcomes suggests 
that the combination of services from both types of programs may be 
particularly efiective. 
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What Kinds of e^xit^^4^&r^- K^s^t Su^^^ in Assisting Consumers tc 

Achj. ev€ Iti4€H>€ndent Living Outcomes? 

Because the center-reported data are based on 121 centers, while 
the consumers surveyed represent only 36 centers, the relationships 
between center characteristics and outcomes are more powerful when using 
the cenLer-reported outcoEie data. Table V-10 summarizes these 
relationships. Tlie major findings of the multivariate analysis include: 
• Centers with a higher percentage of disabled staff had 
higher number of gains, even when controlling for service 
and consumer characteristics. Also, consumers reported 
higher outcomes when t? - staff they worked with at the 
center were disabled. 

There was no conclusive .vidence that either the presence 
of a disabled directr or a disabled majority on the 
board of directors Ma :ssential to center success. 

• Centers less depend, t on Part B funding reported a 
higher aumber of in?^ ::viduals acquiring attendants and 
obtaining emplbyment than those receiving a larger pro- 
portion of their funai?ig from Part B. 

• Direct grantees tended to rrport a higher nu-^.ber of 
outcomes than centers receiving their funds through VR 
subcontractors . 

• Those centers with a strong independent living philosophy 
(as r'-^jfined in Standard 1) reported fewer consumer gains 
than centers with less emphasis on independent living 
philosophy, although consumers reported more gains if 
they worked with centers which strongly emphasized 
independent living philosophy. 

o 
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Thus, while overall, centers vith e greater degree of consumer 
part: ^oatioci in service ielivery report higher butccxnes in a n'lmber of 
areas tbaa centers with fewer disabled individuals involved, the impor- 
tance of disabled directors and cbr^^imer-^cbntrblled boards was incon- 
elusive. The negative relationship between independent living 
philosophy may reflect less emphasis oil data collection and reporting 
procedures acbng centers that stress consumer self-help and de-emphasize 
more traditional case monitoring and docume^.tation approaches. 
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FOOTOQ-TE- 



An analysis of nonrespbnse suggests, no obvious difference between 
the 121 respbndiirg centers and the nonrecpondents* OutcoieK for the 
total program (156 centers) can be estimated by simply multiplying 
cent^er-reported outcames by a factor of 1,28, the ratio of center 
funding to respondent funding. 
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Vi , Cb >TSU?ffi Il--MPl lCXPAXI^^ CENTF RS 

Congress first identified consumer participation to be a key 
element of the Centers for Independent Living Program by requiring it as 
a condition funding in the 1973 legislation. Section 711(c)(3) of 
the P-ehabilitation Act of 1973 as Amended stipulates that grant appli- 
cations "provide assurances that handicapped individuals will be sub- 
stantially involved in policy direction and management of such center, 
and will be employ^^d by such center." Thus, thp evaluation as mandated 
in the 1984 amendments act calls for an assessment of the "extent to 
which handicapped individuals participate in management arid decision- 
making in the center." Reflecting the self-help orientation of the 
centers, these provisions are based on the assumption that individuals 
with disabilities recognize their own needs and are best-suited to 
articulate how centers might meet those naeds. The evsluatibn standards 
were still more specific about the nature and degree of consumer parti- 
cipation. Standard 8 stipulate, that the evaluation assess whether 
disabled individuals are "substantially involved in the policy direc- 
tion^ decision-making, service delivery, and management of the center, 
and given preference as: members of Boards of Directors (at least 51% 
qualified disabled persons), managers and supervisors, and staff." 

The findings presented here are based on data collected through 
mail surveys of centers, consumers, and local community agencies. Each 
data source was asked to indicate consumer participation in ceuters 
through : 

• center informatio n on the composition of their boards and 
sti f f j and the importance of consumer participation as an 
aspect of the center's organizational philosophy; 

• consumer assessment of the center's success in involving 
individuals with disabilities as key members of staff and 
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management, as veil as indicating their own involvement 
with the center; and 
• ^o^mffiH&j. tv-'agency assessment of the degree of emphasis 
their local center seemed to place on consumer 
pfcrticipatidn. 

In addition, site visit discussions with center staff, consumers^ and 
community agency staff offered an opportunity to examine more closely 
the extent and nature of consumer particips tion in the centers. 

Center findings emphasized the importance of consumer participation 
in center management and decision-making as an integral part of program 
philosophy. Centers rated the importance of having persons with disabi- 
litiei control center policy direction and management, establish service 
priorities, manage center operational and serve in important staff roles 
at an average of 4.5 on a five-point scale (see Table VI-1). The 
community agencies surveyed confirmed the center's reported commitment 
t'. consumer participation by also rating all of these aspects as major 
emphases in their local centers with an average score of 3.9 on the same 
scales. 

Consumers were asked to rate the extent to which the centers had 
involved persons with disabilities in key staff and management posi- 
tions. Based on a five-point scale^ the mean response was 4.3. In 
addition, consumers indicated their involvement with providing assis- 
tance at centers, either in paid or volunteer positions. Thirty-two 
jpercent of the respondents noted that they had helped in some way, 
includias 2Z who served on the Board of Directors, 3% who worked as paid 
staff, 8% who sat on an advisory committee, 7% who assisted in the 
evaluation of services, and 14% who worked as volunteer staff. 

Finally, consumers were asked to describe staff from whom they had 
received services or had interacted with at the center. While 212 of 

98 
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Table VI-1 

Community Agency and Center Assessmenf of C ent erEinphasis 
on Consumer Participaticn 



■ 

philosophy Component 


% of Commun- 

ity Agencies 

Giving High 

Rating 

(4 or 5)* 

(N « iOd' -- 


Rating 
by Com- 
Munity 

- . if 
-Agencies 


Mean 
Rating 

f * 


Key staff have disabilities 


75 


4.0 


4 3 


Disabled manage center operations 


67 


3.8 


3.7 


Disabled establish center prior? cies 


64 


3.8 


4.2 


Disabled control policy direction 


71 


3.9 


4.0 



Based on rating scale of 1 (not an emphasis) to 5 (strong emphasis). 



Table VI-2 
Constmer Farticipatioa in the Centers 



Type of Participation 


Hean # 
Per 

Center 


Msan Z 
with 

Disability 


Total 

AcrjQfis All 
Centers 


2 with Dis- 
ability Across 
All Centers 


Board of Directors 


12 


49Z 


1,447 


52Z 


Advisory Board 


7 


44 


890 


72 


T'lrector 






121 


62 


Staff : 










Administration 


2 


50 


289 


54 


Direct Ser\*ice 


6 


51 


702 


56 


Support 


3 


40 


316 


39 


Other 


2 


45 


267 


47 


Total Staff 


14 


52 


1,564 


51 


Voianteers 


14 


57 


1,675 


58 













the respondents had worked most closely with a staff member wJLth a 
sitnilar disability^ a larger percent (44%) had contact with someone with 
a different disability. However, over half (532) reported that key 
staff members had no disabilities. 



COKSUiai^^gARTICIPATIQN DN BOARDS 6F DiR ECfeRS 

The size of the Boards of Directors of centers surveyed averaged 12 
nembers, with an average of 492 members with disabilities (see Table VI- 
2). Fifty-five percent reported that a majority of their beard members 
had disabilities. Twenty-five centers reported having no board mensbers 
with disabilities, and 18 programs reported that they had no Boards of 
Directors. Thus^ 43 centers reported no consumer representation in 
independent policy-making positions. 

There does not appear to be a consensus in defining the term ''con- 
sumer" when addressing consumer participation among board members. Some 
respondents argued that a parent of a person with a disability who uses 
center services be counted as a "consumer/' even if the offspring were 
an adult. Similarly^ a reformed alcoholic might be counted as a member 
with a disability. The rationale is that these individuals have first- 
hand experience with a disability and therefore bring a sensitivity to 
consumer issues without themselves being consumers of center services. 
Respondents at the other end of the spectrum argue that, to be counted, 
a board member should have a severe disability and have received ser- 
vices or be receiving services from a center. 

1' :e extent of consumer participation in center policy making has 
been one of the most difficult and controversial measurement issues in 
the evaluation. While the Congressional mandate simply calls for 
participation of individuals with disabilities, proponents of the 
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indepjendent living philosophy urged placing an emphasiia on consumer 
control of center policy iaking, stating in the st^aridards that a 
majority of board members should be individuals with disabilities- Gne 
contention was that consumer control was eseential to promoting self- 
advocacy and would therefore lead to greater center success. Other 
concerns were raised about whether a majority representation on the 
board would actually indicate the degree cf consumer control of center 
policies, given the varyiag roles of boards in policy making and the 
varying degrees of influence among board members. 

Study findings indicate that the composition of a center's ^oard of 
Directors was related to other kind*? of consumer participation. For 
example, if t^iere was a majority o£ board members with disabilities, 
there was a higiier percentage (25Z as opposed to 15Z) of total consumer 
involvement in management and staff positions, and a greater likelihood 
that the center would have a majority of disabled staff (59a as opposed 
to 37Z). 

As centers attempted to find the appropriate balance between 
recruiting board members with disabilities and gaining memb:irs with 
other kinds of expertise, one of the approar.her used was the development 
of an advisory board. 



COI^SI^Fff;!^ PARTICIPATION ON ADVISORY BOAP.DS 

Seventy-three centers reported having an organized advisory board 
with an average of seven members, 44% of whom had a disability. Some 
centers reported having developed advisory boards as a mechanirm for 
involving consumers in the center policy making process. Most often, 
these were centers that did not have a majority of members with dis- 
abilities on their Boards of Directors, primarily those operating within 
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umbrella agencies. Advisory boards in centers with less than a majority 
of disabled Board of Directors show an average of 572 disabled advisory 
board members. In contrast^ some centers with a disabled majority on 
the Board of Directors re^-^orted recruiting advisory boara members who, 
rather than being cdneumerSi could bring other expertise to their posi- 
tions. Thus, an average of only 37Z of the advisory board members had 
disabilitxes au^ong centers with consumer-controlled Boards of Directors, 

REPRESENTATION OF P^I^4am^ISABII.ITIES AHONG CENTER STAFF 

Over helf of the responding centers (52Z) reported their executive 
director as having a disability. On avsrage, centers reported having 
two administrators and six direct service staff. The majority of staff 
in both of these categories were disabled individuals (522 and 54Z, 
respectively). In addition, 392 of the support staff employed by the 
centers were persons with disabilities. Centers reported an average of 
two other paid staff having disabilities, with close to half (472) being 
disabled. Overall, 492 of the centers reported that a majority of their 
staff had disabilities. 

A Doiajor source of cor umer involvement at some centers was 
volunteer work. Centers reported receiving assistance from 1,675 volun- 
teers, with an averr^e of 562 disabled per center. 

Because Standard 8 states that the centers should employ 
"qualified disabled individuals/' community agencies surveyed were asked 
to rate the cuality of center staff. On a scale of 1 to 5^ community 
agencies rated staff quality in relationship to effectiveness, respon- 
siveness, and cooperativeness. as shown in Table Vl-3j from 72-842 of 
the community agencies gave the centers high ratings of 4 or 5 across 
the three indicators. Mean scores were all 4.0 or better. 
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Site visit observattons indicate that sbxne centers have struggled 
with hiring qualified^ disabled Ptaff members. Som.^ programs operating 
under umbrella agencies have not had administrative support for 
employing persons with disabilities. Some state-operated centers have 
faced policies that act as otstacles for affirmative action hiring, 5uch 
as hiring freezts on new employees. Rural center© reported difficulties 
with having c smaller pool of potential qualified employees with 
disabilities, as well as the additional difficulty of uttractiag "out- 
siders" to potentially less "attractive" communities. Center.^ also 
reported that funding uncertainties create work dis acen'^ives for a 
person with disabilities facing loss of subsidized income when entering 
the competitive job market. Overall, however, the commitment to sig- 
nificant consumer participation in center operations appeared to play an 
important role in center operations and was often reinforced t.irough 
staff development activities. 



Table 

^oimunity Agency-Assessment of Staff Quality 











% of Agencies Giving 


Meati - 


Ouaiitv indicator 


High Rating (4-ar 5)* 


Score 


Effective 




4,0 


Responsive 


75 


4.2 


Gdai>erat ive 


84 





*Based on scale of 1 (less) to 5 (more). 



S4JHMARY 

Study findings indicate that there was considerable participation 
of persons with disabilities in management, decision making, and other 
staff and volunteer roles, highlighting the fact that centers facilitate 
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couBumet representation in key decision making and management positions^ 
as veil as in daily center operations. However, at one extreme of the 
range of respondents^ centers existed with few or no consumer represen- 
tatives. Recruiticig and training persotis with disabilities who are 
highly qualified or whc have potential for skill development to f iii 
boards executive director, end staff positions remains a critical issue 
for centers. 
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Vii , B£V£mBMENT Of ^QMMUNITY-^ FOR INDEPENDENT LIVING 



In Section 711(c)(3) of the Rehabilitation Act , Congress has Sot- 
lined three evaluation requirements relevant to the community-oriented 
activities of independent living centers. The Act states that the 
evaluation must describe the extent of: 

• 'capacity-building activities including collaboration 
with other agencies ani organizations"; 

• "catalytic activities to promote community awareness, 
involvementi and assistance"; and 

• "outreach efforts and the impact of such efforts." 

On the basis of legislative provisions, two evaluation standards were 
developed to refine the evaluation of center community activities. 
Standard 4 calls for an assessment of the extent to which centers 
develop community options for independent living in 12 areas ranging 
from housing and transportation to increased access to legal services. 
Standard 7 addresses the centers" community activities such as advocacy 
and technical assistance, public education, outreach* and establishing 
an active role in the disabled communttyi 

This description of centers' community activities is based primar- 
ily on data collected though the mail surveys sent to all the indepen- 
dent living centers, and to other agencies in the communities of the 36 
sample centers. The Center Mail Survey asked questions about center 
relationships with other organizations, target areas for community acti- 
vitiesi proportion of time or resources devoted to developing community 
options, and center impacts on community options. The Community Agency 
Survey probed agency relationships with the independent living centers, 
impr>cts of contact with centers on the agencies themselves, and assess- 
meats of center leadership roles and efforts in expanding community 
options. 
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Visits to 36 ind:':vidaai centiers also provided valuable information 
about their community development efforts; While many independent 
living centers historically have had extensive involvement in p^oioting 
community options for independent living and have for the most part 
monitored their levels of activity — it is difficult to isolate the 
impacts bf these efforts fro* those of other local actors. For example, 
because most centers work closely with other agencies, a number of 
centers were reluctant to "take credit" for improvements in the com- 
munity evtn if they clearly contributed to those changes. Soie centers 
in rural areas were concerned about the difficulty of establishing 
community impact goals in sparsely populated aiekB, where very few 
"communities" of significant size exist. However, despite these diffi- 
culties, most centers did provide estimates of impacts in a dumber of 
different areas, including housing units made accessible, attendants and 
interpreters added to the local pool, and number of curb cuts iade. 

This chapter describes the types and levels ot community activity, 
the impacts of these efforts, and the factors leading to center success 
io expanding community options for independent living. 

ACTIVI TIES^XO gRO^TOTE ggMMUNITY AWARENESS. INVOLVEMENT AHD ASSISTANCE 
Table VII-1 presents the community development a^eai that centers 
reported targeting in their programs. Centers most frequently cbhceh- 
trated their efforts in promoting awareness and acceptance of disabili- 
ties, developing more housing options for persons with disabilities, and 
reducing physical and social barriers iia the community. All of these 
community goals can involve a variety of activities and approaches, 
depending on the center and its particular local circumstances. For 
example,, some centers work to improve their communities' physical acces- 
sibility by conducting surveys to show the level of existing need. 
Otners encourage their disabled members to join city commissions to 
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press local officials for changes^ while still others may conduct exten- 
sive education or media campaigns, or even hold public demonstrations, 
if necessary. As Table VII-1 also showSi legal services and health care 
are the arieas that the fewest centers target, largely because other 
loual agencies are usually carrying out tb^se functions. 

Table VII-1 
Centers' Community Development Target Areas 



target Area 


: # of 
Centers 
Reporting 


! 

Z of All 

Centers 

ReportihR 


Disability Awareness and Social Acceptance 


103 


86. 6Z 


Housing Options 


100 


84.0 


Reduction of Barriers (architectural & social) 


99 


83.2 


Transportation Options 


85 


71.4 


Personal Care Availability 


84 


70.6 


Consuiner Involvement in Community Activities 


83 


69.7 


Recreation 


55 


46.2 


Commun i ca t i on 


53 


44.5 


Employment Opportunities 


44 


37.0 


Educational Options 


43 


36.1 


Physical and Mental Health Care 


31 


26.1 


Legal Services 


17 


14.3 



Aii of the independent living centers tbit responded to the survey 
reported some involvement in developing community options for indepen- 
dent living. Centers were relatively evenly distributed in their levels 
of activity, with nearly one-third (312) devoting over 302 of their time 
to catalytic activities in the community, and a third allocating less 
than 202 to community development. On average, centers estimated devot- 
ing 252 of their time to such efforts. 

1^7 
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Community agencies surveyed by the study statid that centers ate 
working to guarantee equ*:l access to society by individuals with disabi- 
lities and that they are meieting the Specific independent iiVing ieeds 
of the local comttunity (agencies gave centers an average 4.1 rating on a 
5-pdiht scale fo^ these two activities). These functions received 
ratings as high as Or higher than most other center areas of involvement 
and philosophical orientation (see Standard 1, Appendix D). 

Nearly three-fourths of the community agencies (742) also rated 
independent living centers as "very good" or "outstiidtng" advocates in 
their communities. Advocacy is the predominnnt method used by centers 
to expand community options for persons with disabilities, involving 
activities such as providing information about the need for personal 
care attendant (PGA) funding to state legislators and convincing local 
officials to increase access to public buildings. Public educai -^n is 
another important tool for promoting community awareness of disabili- 
ties. Center activities in this area vary widely, usually involving 
presentations, brochures, videotapes, media advertising, center-produced 
newsletters, and extensive staff contact with the public and other- 
Service providers. While it is difficult to measuire the iipact of 
efforts to inctease awareness, according to the community agencies 
surveyed, these center activities have resulted in educatibBal gains. 
Thus, 282 of the community agencies responding reported that their staff 
attitudes towards persons with disabilities had changed, and 262 
reported that they had altered their own service approach to disabled 
individuals as a result of contact with an independent living center. 

It also is difficult to measure the impact of Center activity on 
the disabled coimunity as a whole, and to gauge center success in 
involving more disabled people in community events and activities. 
Interviews during site visits, however, provided several ixaiples of how 
centers help create and maintain » sense of community among disabled 
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individuals* To give just one example, a center in a rural area began a 
recreational program and found that the activity be came much more than a 
swimming class. The program proved to be a vehicle for involving, for 
the first time;, many disabled individuals in the area in a social 
activity with other disabled people* The center thus used the program 
as a first step towards wider involvement in the disabled community for 
persons with disabilities* There were many examples of centers using 
such methods to help develop and sustain communities in urban, suburban, 
and rural areas* 

CENTE R- ^APACITY-BUILDIHG ACTIVITIES AND OUTREACH 

A large portion of center activities iti developing community op- 
tions for independent living is directed towards other agencies. The 
goal is to increase the capacity of other organizations to respond to 
needs in the local community. Centers also engage in outreach to other 
service providers and to consumers to publicize the availability of 
independent living options and to expand the target population for 
center services. 

Table VII-2 presents community agency assessments of the types of 
relationships they have with independent living centers. While the 
largest number of agencies (752) report they refer consumers to a 
center, the second most frequently reported relationship (60Z) is the 
receipt by the agency of technical aseistance and information from the 
center. 
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table Vii-2 
C^^mmunity Agency Relationships with Centers 



TVDP of Rp 1 flf 1 nn Qhi n 


% of ARenc4.es Responding 


Refer consumers to center 


753; 


Receive TA 


60 


Cooperate with center 


57 


Receive referrals from center 


56 


Provide TA 


49 


Coordinate vi^h center 


48 


Provide funding 


24 



Table VlI-3 (see next page) shows the types of center-reported 
relationships with a broad range of other community agencies. Of the 
types of relationships examined, centers most frequently report that 
they coordinate service delivery with other providers and that they 
provide information and technical assistance (TA). At least baJf of the 
centers coordinate services with VR agencieSi primary care facilities, 
mental health agencies^ housing agencies, other disability organiza- 
tions, transportation services and welfare or social service agencies. 
Similarly, close to or over half of centers reportedly offer TA or 
information to all of the above organizations, as well as to other 
independent living centers, advocacy groups, and bubinesses or corpora- 
tions • 

Outreach to consumers and other agencies is typically used by new 
centers, centers that provide rural service delivery, and centers with 
smaller caseloads. Established centers with largie caseloads do not see 
as great a need for outreach when they are already operating at 
capacity. In many rural areas, outreach is also the term used to refer 
to a service delivery approach in which staff travel to consumers* homes 
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Table VII-3 






Independent Living Center RelationshioB with Comiuni-tA^A^^nr,'^« 


















PerteiitaRe of 


Centers Which 




Type-of Agency 


Coordinate 
on- Services 


Coordinate 
on Advocacy 


Provide 
InfortQatibn 
or TA 


Receive 
Information 
or TA 


Other independent Living Centers 

State VR Agency 

Rehabilitation Facility 

Primary Care Facility 

Doctor or Medical Care Provider 

Mental Retardation/Mental Health Agency 

Special Education Agency 

Other Educational Organization 

Housing Agency 

Medicaid Agency 

Advocay Group 

Lobbying Group 

Legal Service Organization 

Disability-Related Organization 

Agency for Aging 

Siployment Service 

Transportation Service 

Social Security Office 

Welfare or Social Service Agency 

Private Vendors or Services 

Bus iness /Corporations 

Dther 


392 

71 

51 

61 

41 

61 

43 

31 

50 

31 

41 

16 

32 

54 

44 

29 

55 

28 

55 

41 

19 

'ill 


7 OX 

Ae 

32 
25 
i6 

4 
32 
30 
38 

25 
69 
45 
48 
67 
37 
26 
33 
34 
38 
26 
20 
5 


53% 

58 

42 

56 

33 

5b 

43 

41 

52 

3b 

52 

3i 

34 

AS 

43 
39 
47 

35 
53 
45 
54 
7 


S2Z 

'..■^ 
26 
25 
3i 
32 
17 
21 
27 
28 
40 
26 
40 
44 
26 
21 
20 
44 
28 
33 
21 
7 
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in order to bridge the distances and physical access barriers commonly 
found in rural areas. For urban areas, outreach tends tc refer to 
publici / and making contacts with related private and public community 
agencies to ensure their referral of disabled individuals to the center. 

Study findings suggest that outreach activities have been effective 
in increasing referrals from various sources. Table VlI-4 displays the 
range of sources — and the rate of utilization — for referrals to 
centers. 

Table ViI-4 
Hbv Gons^ers Heard About Centers 
N * 945 



Source 


% of ConsAiinerjs 


Friend 


23.1 




itC staff 


14.6 




Doctor or health agency staff 


16.7 




School 


3.3 


62.3 


VR 


13.2 




Other government agencies 


7.5 




Media 


4.2 




Other 


17.4 




Total 


1002 



Sixty-two percent of the consumers surveyed reported they learned about 
centers from community agencies, indicating that other organizations had 
been informed about centers and that they have some degree of confidence 
in them. The largest single source of referrals was friends, with 23% 
of consumers hearing of centers through friendship. As known in the 
business community, satisfied consumers are a good means of advertise- 
ment and they appear to be a fruitful outreach method for independent 
living centers as well. 

112 
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The effectiveness of outreach is difficult to assess. Most centers 
serve a diverse group of disabled consumers and vide them with a wide 
variety of services. Moreover, the dietribution ot center consumers by 
disability approximates the tational distribution of disabilities (see 
Standard 1 in Appeudix D). What is not known and has not been examined 
is how many other individuals are in center communities who also need 
and could benefit from services, but who are not taking advantage of a 
center:. These individuals might be brought to the center if additional 
or different kinds of outreach were attempted. /ever, as long as 
centers are at their capacity in terms of curr tat resources , such 
expanded outreach will not likely be matched by an ability on the part 
of the centers to provide the services needed by these new consumers. 

CENTER IMPACTS ON COFMJNITY QPTIC NS 

Despite the already described difficulties experienced by centers 
in reporting their community development impacts,, there are a number of 
indicators of success in this area. Table Vii-5 summarizes community 
agency assessments of center effectiveness in expanding community 
options. There was greaterit agreement among community respondents that 
centers had substantial impacts in the areas of personal care (632)^ 
disability awareness (59%)^ and ti ansportation (45%). Legal services^ 
employment, and health care were areas where other agencies believed the 
effects of center activities were least apparent. These were also low 
priority areas according to the centers' own reports (see Table VII-1). 
Another measure of center impact on the community is the extent to which 
other agencies were led to improve their own programs and increase their 
own involvement in activities for disabled individuals. Nearly 56% of 
the community agencies, for example^ reported that their contact with a 
center helped them create more options for people with disabilities. 
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Table VII-5 

Community Agency As se-sfimeiite nf r^n«-«.rc '_ Commun ity Impact; 

N = idd 



Impact Area 


Reported Substantial C&nt^r lisppcf 


# of Agencies 


Z of Agencies 


Personal Care 


6i 


62.9 


Disability Awareness 


57 


59.4 


Transportation 


43 


44.8 


Consumer Involvement 


38 


40.4 


Housing 


38 


40. ez 


Barrier Removal 


37 


38.5 


Communication 


36 


37.5 


Education 


28 


29.5 


Recreation 


27 


28.1 


Health Care 


25 


26.3 


Employment 


18 


18.9 


Legal Services 


9 


9.6 



Overall, centers reported 27,145 positive community iSpacts across 
the various outcome areas (see Table VII-6, next page). The highiit 
outcomr levels were reported in the two "training" categories: other 
service p viders and health providers trained in the special neeas of 
persons with disabilities represented 23% and 19Z, respectively, of the 
total number of outcomes reported. Addi^-g qi alif ied attendants to the 
community pool (122) was the third highest outcome area r-ported. 
Indeed, centers reported raising more than $7.5 million in additional 
funding for attendant, readers, and interpreters. 

Because the types of community impacts are so highly varied, it is 
difficult to compare center efforts across the 18 areas. For example, 
comparing the number of housing units made accessible to how isny ser- 
vice providers were trained gives little muicatioo of the intensity of 
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Table VII-6 

Cepter— Reported Impacts for Conamunity Acttvtties 



Impact Area 


Z Cehteri 
Impacts^ 


1 

> T \ .y 7 or 
Impacts 


% of 
. 1 o L a X 
Impacts 


Educational A^repmipntfi 


7 Q?^ 






Attendants 


/ o 


9 97 


X X 


Re cr eat ion Prop rams 


/ o 


Q7 A 


'P A 


Building Access ibil itv 


7? 




Z.J 


Other Providers Trained 


7fi 


A 1 HA 


9 9 *?i 


Bous ing 


7 S 


X ^OuO 


O .7 


Curb Cuts 


/ *T 




R ^ 
O.J 


Heslth Providers Trainpd 




^ nA7 


1 fl 7 


Job Development 


72 


1,024 


3.8 


Communication Devices 


68 


588 


2.2 


Parkinc Sca^^pq 


AA 


1 AA9 


3.4 


Transportation 


61 


979 


3.6 


Additional Funding for Attendants 


58 


$7,486,669 




Educational Resource*^ 


57 


352 


1.3 


Interpreters 


53 


280 


1.0 


Readers 


50 


335 


1.2 


Brailled Information 


56 


541 


2.0 


Brailled Elevators 


50 


296 


1.1 


Total 




27.145 


100.0% 



Percentage of total number of centers reporting impact area as 
applicable to their program. 
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center efforts in these areas precisely because the unite of measnrement 
are so different. Comparing the social 'S;alue" of the centers 
developing jobs versus enhancing community accessibility through curb 
Cuts and transportation changes is not within the capability of this 
study • 

Table VII-6 also shows the ratio of centers reporting impacts to 
centers which stated that the outcome area was applicable to their 
programs. An average of 66Z of the centers recorded outcomes in rele- 
vant program areas. Those impact areas with the highest percentage of 
centers reporting outcome achievement were attendant availability, and 
recreational programs. 

A number of center characteristics were found to be significantly 
related to community outcomes in bivariate analysis (see Table VII-7). 
A non-rural setting, presence of a disabled director, a majority of 
ptaff members with disabilities, serving a range of disabilities, 
adherence co the independent living philbsbphy, a greater community 
development focus, and procedures for documenting consumer achievement 
were all significantly related to higher levelb of impact for at least 
some outcome areas. 

Statistical analysis also shows that centers which gave priority to 
specific community development goals were more likely to achieve higher 
levels of impact in those areas. There were statistically significant 
relationships between centers that targeted personal care, barrier 
reduction, recreation, and communication and their achievement of more 
outcomes in these areas. For example, centers targeting personal care 
in their community development programs reported adding an average of 49 
attendants to the community pool, compared to an average of 17 
attendants for those centers which did not focus tbeir community 
efforts. For more defoil about these findings, please see Standard 4 in 
Appendix D. 
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Table VII-7 
Average Cbnmunity Outcomes Reported 6v 
Different Types^^^ Centers 



Center 

Charge tpfi: •i^ i r 


Average Reported ^t comes 


Housing 


1 


^tt^tidants 


Curi>^ttts 


!• Adherence to IL Philosophy 










High 


JO 


21 


50 


42 


Low 




1 

X J 






— 

2. Percentage of Staff Disabled 




- - 






51Z + 


22 


18 


39 


44* 


<502 








21 


3. Disabled Director 










Yes 


29* 


23* 


45 


37 


No 




11 


4-> 


28 


4. Rural Service Area 










Yes 


12** 


15 


35* 


25 


No 


25 


17 


48 


35 


3* Percentage of Resources. 










for Community Development 










252+ 


23 


17 


51* 


38 


<252 


20 


15 


36 


25 


6. Rangeof Disabilitiee Served 










4| or 6 Disabilities 


23 


15 


42 


34* 


±, or 3 Disabilities 


18 


25 


64 


21 


7. Documentation of Client 










Achievement 










Yes 


22 


15 


44 


36* 


No 


20 


"I 


47 


16 



'Relationship between variables significant at .2 level. 



"Rslationship between variables significant at .05 level « 
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The analysis also examined more closely which organizational char- 
acteristics were associated with higher levels of center impacts. An 
outcome measure that combined the two areas of highest center-reported 
achievement — training of health and other service providers — was 
used in multivariate analysis with a range of several organizatibnal 
variables. This analysis shoved that the following kinds of centers 
were more likely to achieve high levels of center community impact even 
when controlling for other major factors: free-standing centers as 
opposed to those within umbrella agencies; centers with larger agency 
budgets; centers that had been in operation longer; direct grantees (as 
opposed to VR subcontractors); centers with more extensive management 
and monitoring procedures; and those serving a local area rather than an 
entire state. In addition, centers that placed greater emphasis oh 
independent living philosophy (as defined in Standard 1) had greater 
community impacts than other centers. 



The study data show that independent living centers devoted a 
substantial share of their resources to cat':''.ytic activities in the 
community. On average, centers allocated 25% of their level of effort 
to such activitieis, and concentrated primarily on promoting disability 
awareness, reducing architectural and social barriers, and creating more 
housing options. According to nearly three-fourths of the oth<*i 
brgahi;!;ations surveyed in their communities, centere were effective 
advocates for people with disabilities. 

Centers also engaged in a number of activities to build the 
capacity of their communities to respond to the needs of disabled indi- 
viduals. These capacity-building efforts, as measured by the types qnd 
extt§nt of Center relationships with other community orgaiiizationt, were 
also substantial. Centers were most frequently involved in referral and 
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service coordination relationships and — according to both center and 
other agency reports — often provided technical assistance and informa- 
tion to a Wide range of organizations. 

Center outreach to consumers and other agencies appeared to be 
efi^ctive. Over 60% of consumers surveyed first heard of an independent 
living center from another agency, indicating that these other agencies 
were aware of the options available through a center. In addition, 
while the effectiveness of outreach is difficult to measure, the range 
of disabilities among the consumers served by centers reflects the 
distribution of disabilities in the national population. 

Centers experienced some difficulties in reporting the impacts of 
their community activities. However, an average of 66% of the centers 
could report outcomes in community development areas applicable to their 
programs. Community agencies most frequently cited personal care^ 
dijgability awareness^ and transportation as the areas of greatest center 
community impact. Centers reported the highest levels of achievement in 
training other providers in the heeds of persons with disabilities and 
in expanding attendant care options. 

Statistical bivariate analysis of the fectori5 leading to greater 
center success in community development shows that more positive out* 
coir as are reported when centers ; 

• devote more resources to community development; 

• specifically target their efforts towards particular 
areas for community development (especialy true for 
personal care and reducing architectural barriers); 

• agree more strongly with the tnde pendent living 
philosophy and invb Ive more consumers in the dai ly 
operations and management of the center; 

9 operate in non-rural areas; 

• seive a wider range of disabilities; and 

• use evaluation procedures. 

er|c ^ 
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These findings iidicate that the overall level of effoirt community 
development and Specific targeting of certain impact areas do make a 
difference in what centers achieve, that consumer involvement is 
critical for center success as a catalytic force in the coiiunity, and 
that effective management practices lead to a greater ability to show 
outcoSe achievement. In addition, these findings show that rural cen- 
ters are less likely to make an impact on their communitieSi probably 
because coiDiuSities are harder to define and to reach theie areas. 
Finally, those centers serving a diversity of disabilities appear to be 
move involved and effective in their community activities. 

Multivariate analysis confirmed that philosophy and some management 
practices (financial and planning) are significantly related to achieve- 
ment. Regression results also point to soie additional conclusions: 

• being within an umbrella agency (whether a nonprofit 
agency or a government agency) may limit a center's 
community involvement, thereby reducing the likelihood of 
bringing about community changes; 

• greater resources help CentierS produce more results, 
suggesting ah economy of scale for larger centers-* 

• more experienced centers are able to achieve higher 
leviels of impact; and 

• concentration of efforts within a Smaller geographic area 
is more effective for bringing about community change. 



*That is, cost per outcotae achieved is lower for larger centers. As 
noted on page 118, cost per consumer seived is actually higher fcr 
larger centers. 
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VIII. MANAGEMENT OF CENTERS FOR INDEPtHDENT tlVING 

This chaptei reviews and evaluates the current management practices 
within the Part B independent living centers. Four types of practice 
are assessed: (a) program and financial planning; (b) organizational 
and personnel management, (c) fiscal management^ and (d) recordkeeping 
and evaluation. The concern for center management and reporting proce- 
dures responds to the last of the Congressional questions, which asks 
for "the comparison, when appropriate^ of prior yearCs) activities with 
most recent year activity." The four types of practices also correspond 
directly to the last four of the evaluation standards (Standards 9-12). 

PROGRAM /d«)^INANCIMr -FLAILING 

Standard 9 asks centers to "establish clear priorities through 
annual and three-year program and financial planning objectives," which 
"include, but are not limited to" a number of specific elements, 
including goals, work plans^ specific objectives, service priorities, 
and budget projections. The center mail survey probed the extent to 
which centers practiced each of these procedures^ and site visits 
included a review of how they were implemented. 

Most centers reported having the necessary planning procedures in 
place, but often did not use them to influence management and direction 
of the program. The planning that centers do appears to be principally 
that which is required of them by potential funding agencies and the 
grant-writing process. The large majority of centers (82%) engage in 
formal annual planning procedures, 73Z prepare written work plans with 
timelines for achieving objectives^ and 922 report preparing annual 
service priorities and identifying needs to address in the coming year. 
Almost all centers (942) can provide written descriptions of their 
services and service delivery procedures, and 88% report they have 
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written policies and procedureB for board and staff, specifying roles 
acd responsibilities. Such written descriptions vary fron brochures and 
brief descriptionB to very elaborate nanuals, according to site visit 
observations . 

Planning practices that affect day-tO'-day management of the ces3ter 
were less in evidence than the basic forms just described. Thus, while 
annual budget projections are prepared by most centers (98%), few 
centers (35%) make longer range projections. Center administrators 
reported during the site visits that such projections were not useful 
since funding opportunities change so frequently, creating a need to be 
opportunistic, flexible and able to take advantage of changing funding 
opportunities whenever and wherever they arise. Similarly, only 59% of 
centers reported defining specific objectives tor the numbers and types 
of disabilities of individuals to be served, and fever centers (27%) had 
developed three-year plans for services and consumers. Many centers 
also indicated during site visits that the specific objectives which 
they had articulated were primarily to meet grant requirements, and are 
not often used as planning tools to shape the management and direction 
of the centers. 



X)RGiyiI2ATI0NAI^ AND PERSONNEL MARAGEMEI^T 

Standard 10 states that •"The center shall use sound organizational 
and personnel management practices," and specifies six elements for such 
procedures. These elements seek to: enhance communication between 
administration^ board, ard staff; delineate lines of authority; protect 
personnel rights; and encourage the ongoing education and training of 
involved staff. 

A large majority of centers report having the procedures outlined 
by Standard 10 in place. All of the centers maintain written personnel 
policies and job descriptions, 98% have developed organizational charts. 
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93Z have written affirmative action and equal opportunity policies and 
conduct annual personnel performance ivaluations in writing, and 88% 
maintain written policies specifying board and staff roles and 
responsibilities. While 95X of the centers sponsor staff training and 
developmeut, only 732 do the seme for their boards. 

Field researchers confirmed that documents required to implement 
these procedures generally were available^ but also noted that many 
centers remain in flux as the process of organizational growth and 
operational stabilization proceeds. The personnel practices of centers 
operating within umbrella agencies, especially within state government 
contexts, tended to be more formalized, highly developed, and in some 
cases, even rigid, according to site observations. For example, one 
state required all vacancies to be filled first from lists of state 
employees who had been furloughed, second from current employees wanting 
transfer, and only third from new applicants, making it more difficult 
to hire disabled staff. Despite the existence of formal personnel 
procedures, many types of centers experienced conflicts and tensions in 
providing equal employment and affirmativ»i action opportunities when 
disabled applicants, who mijht not have had an extensive employment 
backgfouuU, and nondisabled individuals competed for the same job. 
Finally, although umbrella organizations displayed lover levels of 
flexibility in hiring and managing personnel, centers operating under 
umbrella agencies tended to have well-developed systems for staff 
appraisals and clear lines of authority, in contrast to developing and 
free-standing centers, which tended to operate on a more informal basis. 



FISCAL-MjaiAGEMENT 

Standard 11 states that "the center shall practice sound fiscal 
management/' specifying a range of essential procedures. Most centers 
reported having in place such procedures as: annual budgets that 
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identify funding sources and the allocation of resources across services 
and activities (962); a budget monitoring system (972); procedures for 
managing cash flow (92Z); annual audits by independent accountants 
(862); grant development activities (962); financial information systems 
that permit the determination of total program cost (972); and cost by 
funding source (952). 

Furthermore, the centers appear to be engaging in a broad variety 
of efforts to develop income outside of grants. A large majority of the 
centers (732) had established f ee-f or-service agreements with other 
agencies^ and a surprisingly large minority (432) were engaged in 
business development. This trend is reflected in the fact that 592 of 
the centers reported that a majority of their funding is obtained 
through sources other than Part B. 

As with the planning activities^ however, centers may have somewhat 
overstated their fiscal management capabilities. Most of the elements 
reported are the basic systems minimally needed to sustain the 
organization over time^ However, fewer centers reported the ability to 
use fiscal information in the management of center programs through 
practices such as analysis of cost per service unit delivered or of cost 
per consimer (492). 

EVALUATION 

Standard 12 states that "the grantee and the centers shall conduct 
annual self-evaluations and shall maintain records adequate to measure 
performance" on the Independent Living Center Evaluation Standards, 
again specifying a number of specific elements where documentation was 
essentials Most centers reported having systems with these specified 
procedures in place: maintaining an uhduplicated count of disabled 
individuals served by the center (992); documenting the types and units 
of ser'/ices provided (912); maintaining consumer intake records (982), 
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service plans (962), and progress records (982)5 preparing annuai 
evaluation reports that document individual and communitj' outcomes and 
impacts (752); and dbcutnenting the specific levels of independent living 
goal achievement by individual consumerB (752). Site visit diBCUSsidns 
revealed that in many centers, where individual b receiving only 
information and referral assistance were not considered consumers, these 
practices applied only to direct service consumers. 

Maintaining individual consumer service and outcome records is 
critical for assessing performance and indicating service strategies 
that may improve performance. Eighty-three percent of the centers 
offering a service were, on average across 18 different service areas, 
able to provide data oh the numbers of consumers provided the service, 
and 792 could provide data on the units of service delivered. However^ 
these arc average figures indicating that a number of centers are unable 
to provide these data and may require assistance in this area. In 
addition, the wide diversity in the types of service units reported 
(nearly 40 different types of service units were identified from tne 
surveys received) makes it difficult to assess the usefulness of center 
service records for self-evaluation purposes. 

Most centers provided consumer outcome data (862 on average across 
14 different kinds of individual outcomes). However, these were more 
often reported as estimates than exact figures from center records. 
Less than a third of the centers were able to provide exact data 
directly from records for 10 of the 14 outcomes. The remaining centers 
provided estimates only. Often this was due to lack of previously 
established common outcome definitions in the independent living field 
and thus the inconsistency across centers in how outcomes were measured. 
Similarly^ when 18 different kind of community impacts were probed, 
betweea 162 and 242 of the centers were unable to provide estimates of 
specific types of impacts. 
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Partly because no reporting requirements have been in place^ a 
comxbh taxonomy of services, consumer descriptors ^ and outcome measures 
has not been developed. Standardized practices are also difficult to 
achieve because of the wide diversity in services delivered and in 
consumer gosls for outcomes that exist in an independent living center 
(in contrast, for example, to vocational rehabilitation programs 
focusing primarily on employment outcomes). 

Given this diversity in consumers, services and outcomes, it is 
especially difficult to agfregate and assess data for particular 
categories when it must be done manually; yet computerization was rare 
among centers for consumer records (37Z) and service records (222). 
Computerization was more common for financial records (602), though 
still not used by all centers. Centers that had computerized systems 
clearly seemed to have more planning, fiscal management and evaluation 
capability. Centers tbat had computerized their financial irrformation 
were thus more likely to be able to determine cost per service (702 
versus 532 of centers lacKing computerized systems), and also more 
likely to be able to determine cost per consumer (552 verpus 402). 
Centers with computerized service data were more likely to document 
consumer goals (892 versus 722) and issue evaluation reports (922 versus 
702) than those with manual systems. 

The more detailed analysts of Standard 11 in Appendix D probes 
whether management practices varied under different organizational 
settings. Among the patterns that emerged were that centers were more 
likely to have stronger fiscal management when: the overall center 
budget was larger (thus permitting the center to afford computerization 
or the staf time for such fiscal support activity); when the centers bad 
been operating for a longer period of time (indicating that a more 
mature level of operational management had been achieved); and when the 
proportion of total funding from Part B was smaller (indicating perhaps 
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that the center was being held accountable by several different grantors 
and thus had more demands for financial information and systems placed 
upon it). The most complete personnel practicies were found in centers 
with a disabled board majority, a larger budget, and a lower proportion 
of Part B funding. No other patterns of relationship between center 
management practices and organizational characteristics were noted. 
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IX. FACTORS INFLUENCING CENTER OPERATIONS AND OUTCQhffiS 
mTRODUCTION 

This chapter summarizes the findings of the multivariate analyses 
that formed a substantial part of the analytic design under which this 
evaluation was conducted. That design not only emphasized the gathering 
of information to respond to the Congressional questions concerning the 
centers' activities and appraising their performance in terms of the 
evaluation standards, but aliso sought to understand and explain what 
factors influenced the successful operation and outcomes of che centers. 
Decision-makers currently face a number of important policy issues, 
including: 

• What should be the level of funding 3uppk)rt for the Part 
B program? How important is Part 5 funding in shaping 
the operations and success of the centers? Should Part B 
fuzxding be ihstitutibhalized as a permanent base of 
funding support for the centers or should it remain a 
discretionary grant program? 

• What is the appropriate role of the VR agencies in the 
administration of the program? How has having VR agen- 
cies serve as grantee affected centers, compared to 
funding centers directly? 

• How necessary is it that the goals of consumer participa- 
tion and invblvement in the management of the centers be 
extended to specific goals for a board majority of per- 
sons with disabilities? Alternatively, to what extent 
has the commitment of some centers to consumer participa- 
tion^ vhich has prompted centers to hire directors ar < 3 
large proportion of staff from among persons vith dis- 
abilities, influenced their center's performance? 
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Findings from the evaluation's analyses should assist policy makers to 
understand the impacts on p^^ogram cdnsumers of the various policy 
choices that might be made. 

The analyses supporting these findings are described in detail in 
Appendix E. In analyzing the impacts of various factors, both bivariate 
(cross-tabuietions) and multivariate (regreseidn) techciques were used. 
Underlying the analyses was the basic conceptual model described in 
Chapter i, which saw outcomes — whether individual or community — as 
the result of three clusters of factors; organizational characteristics, 
consumer characteristics, and services provided. It was expected that 
the services provided by centers would be explained to some degree by 
organizational and consumer characteristics. In fact^ however^ consumer 
characteristics were not closely related to the services delivered. 
While there was a somewhat stronger relationship between organizational 
characteristics and services^ services were very much an independent 
factor, shaping outcomes in their own right. The lack of a stronger 
relationship between organizational characteristics and services illus- 
trates the tendency of most centers^ as confirmed by the site evaiua- 
tors' comments, to be evclving toward a common "service model" emphasi- 
zing core services and the availability of a broad array of other ser- 
vices. The lack of a relationship between consumer characteristics and 
services supports the field observation that services were highly 
individualized^ and that service needs varied oramatically across 
individuals, even within disability categories and demographic groups^ 
Many factors have a positive effect on some outcome measures, and a 
negative or neutral effect ox? others. This pattern reflects the diver- 
sity of independent living outcomes (the lack of correlation between the 
different outcome measures used for most analyses is shown in Appendix 
E). A consumer who is likely to have a positive outcome in one area 
(e.g., finding a job or an attendant) is likely to be precisely the 
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client for whom some other outcomes (e.g., obtaining financial 
assistance or learning health maintenance techniques) vould not be 
relevant . 

A second pattern across the analyses is that sometimes different 
relationships are apparent when organizational and service factors are 
analyzed with Center Hail Survey data than with the Consumer Mail Survey 
data. These differences are due in large part to the structure of the 
study design. For organizational characteristics^ the analysis with 
Consu-oier Mail Survey data includee only the 36 centers from which con- 
sumers were sampled, e\ ?n though the responses of nearly 1,000 consumers 
are analyzed. The analysis with Center Mail Survey data involves 121 
centers, and thus provides a much larger diversity of center experience 
for detecting patterns of association between organisational charac- 
teristics and outcomes. The outcome data from the Consumer Mail Survey, 
gathered from all consumers with a common questionnaire, is more'^unif orm 
than the center outcome data, which are based on centers' varied data 
cbllectibh and reporting systems* Centers reported client outcome data 
in the aggregate and only indicated whether or not they offered particu- 
lar services^ making it difficult to link services provided to indivi- 
dual client outcomes, while the Consumer Mail Survey collected data on 
both the services received and outcomes achieved by the same ciiert, 
thus permitting a much more direct link between services and outcomes. 

Figure IX-1 provides an overview of the influence of these various 
clusters of factors oh consumer outcomes as reported both by consumers 
and by centers. Overall, the services received by consumers accounted 
for a much Isrger proportion of the variance in outcomes achieved than 
either organizational or consumer characteristics. Even center-reported 
outcomes were substantially influenced by whether or net a service is 
offered. Organizational factors accounted for a relatively large per- 
centage of the variance for center-ireported outcomes but, as expected, 

ERIC 



Figure IX-1 

_ ]Percentage of Varianc&zl^OatcomeB Explained by^ 
z Service , Organ lzattonaLar»L Consumer Characteristics 

90 r 




ERIC 



113 



showed little relationship to conBumer-reported outcoines. Consumer 
characteristics had relatively little effect overall, although they did 
appear exhibit a relatively strong relationship with d^v^lw>ping 
shopping and household skills. 

Tables IX-1 through IX-4 summarize the fiEdin^o of the multivariate 
analyses, showing the effects of specific characteristics vichin the 
organizational, client^ and service clusters. A plus ( + 5 sigh meanB 
that the presence of the factor wa? associated with a higher level of 
outcomes. A minus (-) sign Cleans that the presence of the factor was 
associated with a tower level of outcomes. If there is no sigiij then the 
relationship found by the analysis ^as not statiscically significant and 
therefore not reported.^ 

While these tables show the effectft of certain characteristics on 
other characteristics — and the concistsucy or statistical significance 
of the relationships — they do not provide information about the 
strength of the effects indicated. The magnitude of these factors' 
influence on each outcome is illustrated graphically in bar charts 
(Figures IX-2 through IX-15) at the end of this chapter. 

WHAT DIFFERENCE DO SERVieES AND SERVICE CHARAeXERISTfCS MAKE ? 

Table IX-1 shows the relationships between the types of services 
consumers received and their reported outcomes All of the services 
received had a positive effact in at least otie of the outcome areas. 
The service that most consistently affected outcomes was housings which 
was poeiitiveiy associated with all seven of the consumer outcome areas. 
Advocacy^ independent living skills training, peer counseling and equip- 
ment services also were generally positively related to outcomesi each 
of them associated with higher outcomes in four of the seven areas. 

With the exception of legal services, none of the services 
received by consumers was negatively associated with any of the 
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consumer- ireported outcomes* ConsuffiiBrs receiving legal services were less 
iikeiy to report situational improvements. Their need for legal 
assistance perhaps implied greater barriers to success that would 
account for fewer oatcomes. 

Table IX-1 also shows the relationships between selected service 
characteristics identified by consumers and their reported outcoaos. 
Case management, which was positively associated with higher outcomes in 
five of the seven areas, exhibited the most consistent effects of all 
the service characteristics tested. The frequency of consumer contact 
with the center and the nature of that cortact (i.e., iservices were 
received in person rather than by phone) also consistently influenced 
outcome levels in several areas. A longer service period^, working 
primarily with a staff person that bad a different disability, and 
volunteering at the center made a difference in the nrmber of achieve- 
tnetits reported in a total of three areas. However, consumers who worked 
with centers for an especially long period — four or more years — were 
less likely to report outcomes in a total of four categories, implying 
that the benefits of center services may diminish after a certain point 
(or that these consumers are those individuals least likely ever to 
achieve an independent lifestyle). Generally, controlling for the 
effects of other factors, service characteristics provide a powerful 
explanatio£i for differences in consumer achievement. 

Table IX-2 shows the relationship between center-reported outcomes 
and services offered by the centers. There were no consistent relation- 
ships between whether or not a given service was offered and the number 
of outcomes reported. Each service was prtitively related to some 
outcomes and negatively related to others, implying that the mere avail- 
ability of a service explains very little about the variation in out- 
comes reported. Note also in Figures lX-9 through IX-15 (at the end of 
the chapter"^ that the effect of services offered is quite smal in 
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magnitude compartid to the direct effect of an individual receiving 
specific services. 



^^^HAT- IS THE EFFECT OF FTJNBING LEVa ON CENTER PROGRAMS ? 

Funding level, and especially its certainty over time, seems to be 
a Critical factor in ceuter success. Centers reported during site 
visits that funding uncertainty caused mrjor difficulties in attracting 
and retaining stilled and experienced etaff; it also often delayed 
meaningful implementation of planning, fisc£l management and evnluation 
procedures. Centers expended a great deal of adminstretive effort in 
securing continuing or new funds for the following year from sources 
other than federal grants, such as county cr state agencies or private 
foundations. These activities thus distracted centers from broader pro- 
gram development cctivities end day-to-day management oversight. 

Centers with larger budgets tended to be the centers which had been 
in operation Ibngeri had a lower percentage of Part B funds, were free- 
standing or nonprofit umbrella agencies rather than VR-adm inistered 
programs, and hai^ disabled board maj orities and staff directors with 
disabilities. Their service areas were less likely to be entire states 
or rural areas, and they were less likely ub allocate large proportions 
of Center resources to community change rather than to direct service 
activities. Centers with larger budgets were more likely, however, to 
express a stronger consumer control philosophy. 

Centers with larger budgets also tended to serve a broader range of 
disabilities than those with smaller budgets. This is partly due to the 
fact that larger amounts of Part B funds w^re allocated to programs 
designed to serve a broader range of consumers. The larger centers also 
offered a broader array of services and were more likely than other 
centers to provide independent living skills training, housing, equip- 
menti transportation, educational, vocational, attendant, electronic, 
and infortnation and referral services. 
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Center budget size was positively associated with numbers of indi- 
viduals obtaintii hoosirsg modifications, learning to d5 ihopping and 
household chores, and numbers of professionals trained about disabili- 
ties. Howeveri centers with larger budgets reported fewer iud iduals 
obtaining attendants or employment. Larger budgets were associated with 
higher costs per consumer, a finding which contradicts the expected 
economy of scale. 
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WBA^^IFFERENCE BSES THE PROP ORTIOIi f ART BINDING WITHIN A CENTER'S 
BUDGET MAKE? 

Centers with a higher percentage bf Ihexi funding from Part B 
tended to be newer centers with sialler annual budgets, operating as a 
subcontractor to VR, newer, serving rural areas, and allocating a 
smaller portion of resources to community change. They Were less likely 
to have disabled board majorities or a disabled director or to express 
philosophies emphasizing consumer control. However, they were equally 
likely to have staff with disabilities. 

The greater the dependence on Part fi monies, the higher the likeli- 
hood the center served a high proportion of .OTifiuiers with visual 
impairments and mental Retardation. This suggests that Part B funding 
may be a key source of funding for thos-r centers that are specializing 
in serving persons who are blind or cievelopnentai ly disabled. 

As shown in Table IX-3 , greater dependence on Part B f adiiig was 
negatively associated with two of the tpnter-riported outcome measures. 
Centers with a larger proportion of their funding from Part B tended to 
report fewer consuiere acquiring at'.^ndants or obtaining employment. 
This was consistent with other fetudy finditfge showing that centers which 
successfully obtained their funding L?'srough a range of different sources 
tended to be the centers with the most effective managemtnt practices 
and service delivery apprc.ch&s. AI^d, given the need to respond to 
various reporting requirementE imposed by other funding sources, they 
were more likely to coiiP:ct atJtt refsort butcdtae data. 
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jBATLJ)IF FERMeE DQES DIRECT FEDER^ FUNDING HAKE? 

While the taajbrity of centers operated as subcontractors to state 
VR agencies, a substantial number received their funding directly from 
the federal government. In several of the sites visited, the state VR 
agency had recently decided (or was currently opting) not to apply for 
Part B funds, and several centers were becoming direct grantees for the 
first time. However, most respondent centers that received their Part B 
funding directly at the time of the survey had always been direct 
grantiees. 

Direct grantees responding to the survey tended to receive a larger 
proportion of the:r funding from Part B, had been in operation longer, 
and were more likely to serve principally rural areas than centers 
subcontracting through a VR agency. They were less likely to have a 
disabled director or a high proportion of staff members with disabili- 
ties. They were also less likely to express philosophies emphasizing 
consumer control over center operations, but were equally likely to have 
a disabled majority on their board of directors. 

Direct grantee centers were more likely to offer the three core 
services (independent living skills training, advocacy, and peer coun- 
seling). All centers were equally likely to offer the other types of 
services regardless of whether they were subcontractors or direct 
grantees. 

Centers subcontracting through VR tended to have more formalized 
and extensive management procedures in place^ according to site visit 
observations, especially if they operated within an umbrella agency. 
In some cases, the VR agency provided guidance and technical assistance 
to the center in data collection and record-keeping, and VR often 
imposed reporting requirements. Since the analysis of the relationship 
between center characteristics and center-reported outcomes is based on 
the centers* ability to generate their own reports, centers 
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subcontract ing through VR would be expiected to report a higher number of 
outcomes. In fact, in the bivariate analysis^ there was a fairiy con- 
sistent relationship bv«^tveen funding arrangement and outcomes^ vitb VR 
subcontractors reporting a hig>^er number of outcomes. Once the effects 
of differences in management practices and services were controlled^ 
funding arrangement was no longer a strong predictor of outcome achieve*- 
ment. However, centers operating as subcdntractbrs to VR had fewer 
employment outcomes and trained fewer professionals about disabilities 
than centers receiving their funds directly from the federal program. 
These findings arr consistent with site visit reports that some VR 
agencies discourage sobccntractors from providing employinent siervices 
lest they duplicate VR's own efforts, and that they tend to emphasize 
direct consumer serx^ices rather than community change activities such as 
disability awareness training. 

WHAT DIFFERENCE DOES CONSUMER CONTROL MA KE? 

The evaluation included four pri'^iary measures of consumer partici- 
pation in and control of center operations: (1) presence of a director 
with a disability, (2) the percentage of board members with 
disabilities, f3) the percentage of staff with dissbilities^ (4) and the 
extent to which c^^nters emphasized consumer-oriented independent living 
philosophies (as defined in Standard 1). There was generally a positive 
correlation among these elements. Centers with majorities of 
individuals with disabilities on their boards were more likely to have 
disabled directors, a higher percentage of staff with disabilities, and 
a stronger independent living philosophy emphasis than those with less 
disabled representatives on the board. 

Centers with a higher percentage of disabled board members were 
more likely than other centers to serve consumers with visual impair- 
ments, although other consumer participation measures did not show this 
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effect. This is consistent with site visit oSservat iouj? that some of 
the agencies specializing in serving consumere with visiiiii impainnents. 
though somewhat more traditional in service philosophy than other 
independent living centers^ do tend to emphasize the involvement of 
visually impaired individuals on their boards of directors. Ail four 
consumer control characteristics are associated with serving fewer con- 
sumers who were mentally retarded or mentally ill. 

Centers with greater consumer participation^ as measured by any of 
the four indicators above, were more likely to provide peer counseling 
and information and referral services^ and three of the four measures 
Were associated with a greater likelihood of providing attendant ser- 
vices. Centers with greater consumer participation were also likely to 
report more community impacts such as houses modified, attendants added 
to the local pool, or accessible vehicles added to local transportation 
systems. 

As shown in Table J.X-3, the effects of the consumer control indica- 
tors on outcomes were somewhat inconsistent in the multivariate 
analyses. However, the percentage of staff with disabilities had & more 
consistent effect on outcomes than the presence of a disabled director 
or percentage of the board with disabilities. Centers with a larger 
proportion of disabled staff reported higher numbers of ccnsuxners 
obtaining housing modifications, learning to do shopping and household 
chores, and obtaining employment^ even when controlling for the effects 
of services and consumer characteristics. The importance of disabled 
stiiff at the centers was also confirmed by consumers, who reported 
higher outcomes when the center staff members with whom they had the 
most contact had disabilities. 

The presence of a disabled director is associated with centers 
reporting a higher number of consumers learning to use public transpor- 
tation when the effects of other organizational characteristics are 
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controlled. However, this effect loses statistical significance vhea 
controlling for the impacts of service and consumer characteristics. 
Tne higher the percentage of board members with disabilities, the higher 
the reported independent living outcomes in a total of two areas, but 
the lower the number of individuals obtaining empibyment and the number 
of professionals trained by the center in disability awareness. 

Centers with a greater emphasis on the various components of 
independent living philosophy reported fewer consumer outcomes than 
other centers. Site visit observations suggest that this may be due to 
less extensive service planning and data reporting procedures. The 
self-help focus of the independent living philoidphy and the emphasis on 
consumer control of one's own service delivery may reduce the likelihood 
that the center stresses concrete goal setting and documentation of 
achievements. The independent living philosophy also stresse^i providing 
a broad range of services to all persons with disabilities, which 
involves serving s wide array of disabilities and needs. It may be that 
centers that fully embrace this approach have more divt rse impacts and 
fewer outcomes in any one area. 

These findings from the Center Mail Survey are somswhat confounded 
by the fact that the influence of each aspect of consumer participation 
essentially is reversed in the findings from the consumer-reported data. 
Thus, consumers reported fewer outcomes when their center had a larger- 
proportion of disabled staff and board members, and higher outcomes when 
the center emphasized the independent living philosophy. While this may 
indicate that the independent living philosophy is more critical to the 
types of outcomes reported by consumers than to the center-reported 
outcome measures, a more likely explanation cf this inconsistency is the 
small number of centers included in the consumer outcome analysis. Note 
in Figure IX-1 that the amount of variance in consumer-reported outcomes 
explained by organizational factors as a whole is extremely small. 
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In summary, then, it appears that the role of disabled staff mem- 
bers in delivering independent livitig services may be more important to 
consumer outcomes than control of center management and policy-making by 
individuals with disabilities. The independent living philosophy of the 
center doe6 influence to some degree the staffing patterns, services 
provided and the service delivery methods used by the center. Once the 
influence of that philosophy on staffing and service has been con- 
trolled, the philosophy in and of itself does not appear to positively 
affect outcomes. In fact, centers with a greater degree of emphasis on 
the consumer self-help philosophy actually reported fewer outcomes. 
While consumer participation is associated with higher outcomes in some 
areas, there is also evidence that centers with little consumer partici- 
pation can also have high outcomes. 

Thus, it may be that the ideal center structure is one that com- 
bines highly qualified management with a strong sensitivity to the needs 
of disabled individuals and the presence of disabled staff in direct 
delivery of services. Certainly the site visit observations confirmed 
the importance of consumer involvement in the centers from the perspec- 
tives of staffs consumers^ and local community agencies. However, while 
participation is clearly an essential component of the program^ there is 
no clear evidence that either the presence of a disabied director or 
disabled majority on the Board of Directors ensures more consumer 
gains. 



yjiAT DIFFERENCE DO OTHER ORGANIZATIO N AL CHARACTERIStlCS MAKE ? 

One of the issues raised by some center staff and directors was 
whether it was important for centers to operate on a free-standing basis 
rather than within umbrella agencies* Concerns were raised about the 
ability of centers operating within other agencies to be autonomous, 
ensure effective consumer participation, address community advocacy 
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issues^ and meet the heeds of the local community vhen these goals may 
at times conflict with the priorities of the parent organization* 

Study findings supported these concerns and indicated that free- 
standing centers tended to have a higher percentage of both board 
members and staff who were persons with disabilities, were much more 
1 ikely to express a strong consumer participation philosophy, and 
directed a higher proportion of their efforts to developing independent 
living options in the local community than centers operating within 
umbrella agencies. Some other differences also emerged* Compared to 
centers within an umbrella agency, free- standing centers tended to be 
those that had been in operation longer^ had larger budgets with a 
smaller proportion of ftmding from Part B, and served part rather than 
all of a state. They also tended to serve fewer consumers who were 
visually impaired, mentally retarded or mentally ill than centers 
under umbrella agencies. Free-standing centers were more likely to 
offer peer counseling than other centers, but were less likely to offer 
independent living skills trainings other counseling, equipioent, recrea- 
tional, educational, vocational, communication, and electronic services 
than other centers. 

There were consistent relationships between this aspect of organi- 
zational structure and some outcomes^ including some relationships that 
persisted even after the other organizational and service characteris- 
tics related to free-standing status were controlled. Free-standing 
centers reported higher numbers of consumers getting jobs or obtaining 
housing modif icationSj^ and higher numbers of professionals trained in 
disability awareness than other centers. On the other hand, the> 
reported fewer consumers learning to use public transportation or do 
shopping and household chores. 

In addition to the free-standing or umbrella status of the cen- 
ters, two other aspects of organizational structure were exarained for 



EKLC 



14 



possible relationships with outcomes: length of time in operation, end 
whether the center was a nonprofit organization or a government agency. 
Major findings of these analyses included: 

# The longer a center had been in operation the lover its 
average cost per consumer. Older centers also reported 
training more professionals about disabilities, and 
consumers from older centers reported more situational 
improvements and perceived gains in independence, 
9 Whether a center was a nonprofit organization or a part 
of a government agency did not significantly affect any 
of the center-reported outcomes when controlling for the 
effects of all other f actor s^ and the inf luence on 
consumer-reported outcomes was mixed, 

¥KAT DIFFERENCE DOES EMPHASIZING COMMUNITY CHANGE OR INFORMATION AND 
REFERRAL SERVICES MAJCE f 

As described in Chapiter Vli, almost all centers devote some of 
their efforte towards increasing access and community options for people 
with disabilities. There was speculation that these efforts might 
detract from the centers* provision of direct services to consumers. On 
the other hahd^ others contended that community change activities were 
seen as essential to meeting the needs of consumers and, in fact^ may 
contribute to increased individual consumer outcomes. Neither perspec- 
tive is completely supported by the data, since there was no significant 
relationship between the level of center efforts devoted to community 
change activities and center-reported outcomes, once the effects of all 
other factors were controlled. However, there was a positive relation- 
ship between community change efforts and the numbers of consumers 
reporting situational improvements. 
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Most centers provide information and referral assistance to indi- 
viduals in the community in addition to direct services to consumers. 
There was speculation that consumers from centers devoting a large 
proportion of their efforts towards information aud referral rather than 
direct consumer services would achieve fewer outcomes. To construct a 
proxy for the level of effort devoted to I & R assistance, centers were 
asked what proportion of the individuals they served received only 1 & R 
services, those centers with a high proportion of I & R consumers did 
report significantly fewer direct service outcomes than other centers. 
It appears, then, that greater emphasis on I & R services may detract 
from consumer achievement. However, this finding probably also indi- 
cates that centers are less likely to track and record the outcome 
achievements of I & R consumers. Centers with a high proportion of 
I S R consumers were also more likely to have a higher average cost per 
direct service consumer. 

WH AT DIFFERMCE DO GOOD MMAGEMENT^RAG TIC^ MAKE? 

Study findings do not indicate consistent relationships between 
management practices and outcomes when controlling for the effects of 
other factors. Such practices may have an indirect impact on outcomes 
through their influence on service mix^ service delivery approaches, or 
consumers served. However, once the effects of these consumer and 
service aspects were controlled in the analysis, few differences in 
outcomes remained that could be attributed to management procedures 
alone. 



WHAT DIFF ERI^CE DOES^ THE GEOGRAPHIC FOCUS ,0F A CENTE R MAKE ? 

Centers serving their entire state, rather than just part of the 
state, were more likely to be nonprofit agencies or operating under a 
non-profit umbrella agency than to be governmental agencies. They also 
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tended to allocate a larger proportion of their resources to community 
change than centers with a smaller service area, they were more likely 
to have a disabled director, but otherwise were no different from other 
centers in their degree of consumer control. Centers serving an entire 
state were more likely than other centers to offer advocacy, housing, 
and attendant services, and less likely to offer professional coun- 
seling, electronic, family support, and I & R services. They tended to 
serve a smaller proportion of the visually impaired, but otherwise had 
caseloads similar to those of other centers. Once the effect of these 
factors were controlled, the relationships between geographical service 
area and outcomes were inconsistent across outcome areas. 

Those centers serving exclusively rural areas were more likely than 
other centers to have smaller budgets with higher proportions of Part B 
funding^ and to receive federal funding directlyi They were equally 
likely to involve consumers in center operations and to allocate 
reisourceis to community change and information and referral efforts. 
Rural centers tended not to specialize in serving particular types of 
disabilities, but did tend to offer a smaller range of services than 
olher center Si They were likely to have a higher cost per consumer and 
reported fewer consumers learning to use public transportation or do 
household chores than other centers. Rural service delivery failed to 
be positively associated with any of the outcomes areas reported by 
either centers or consumers, this finding is consistent with center 
reports during site visits that bveral?^ centers serving rural disabled 
populations confront more difficult service problems than other centers. 

WHAT DIFFERENCE DQ CONSUMER CHARACTERISTICS MAK E? 

As illustrated in Figure IX-1 earlier, on the whole consumer char- 
acteristics exhibit a very small effect on outcomes relative to the 
effects shown by services and organizational characteristics. Consumer 
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characteristics made tfee grestesc difference in situational improvements 
(positive change in housings income, employment^ education, or transpbr- 
tation). Figure IX-3 at the end of the chapter provides a cloBer look 
at the significant consumer characteristics affecting situational 
improvements. The factor with the greatest influence on this type of 
outcome was age; younger consumers were much more likely than older 
consumers to improve their life situation. Consumers living in super- 
vised settings when they first contacted the ceater also were more 
likely to achieve improvement Si Individuals with severe disabilities 
and visual impairments were less likely to report situational improve--^ 
ments • 

Table IX-'4 shows the relationships between each of the consumer 
characteristics and all consumer-reported outcomes. Several character- 
istics exhibited consistent effects on this range of outcomes: 

• consuxniers who were currently or had previously been VR 
clients were more likely to achieve outcomes than those 
who had never been served by VR^ 

• consumers who lived in a supervised setting when they 
first contacted the center were more likely to report 
gains than those living on their own in the community; 
and 

• consumers for whom another individual (e.g., parent) 
completed the mail survey were leds likely to be reported 
as achieving outcomes than those completing the survey 
themselves • 

the most significant factors influencing consumers' success were 
the characteristics of services received: the overall amount of 
service, the consumer's personal and continued contact with the center 
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over time, the use of ceiztral cese mangers, and the provision of peer 
role models to consumers through contact with disabled slaffr The 
centers that reported the highest outcomes were those with the highest 
percentage of staff with disabilities, the highest percentage of funding 
from noni'ederai sources^ and thosie that received their funding directly 
from the federal government. The consumers who reported the highest 
ou-^omes tended to be younger, had disabilities other than mental 
retardation, were (or had previously been) VR clients, and lived ir 
supervised settings. 
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Figure IX-13 
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Ht should be einpha8i2ed_ that Tabies iX-i through are 
reporting multivariate analytic_re8ults^_whlch show each factor's asso- 
ciation with an outcomi^_when control iing ^ ail other factors. Thus, 
it is possible that a pattern which is apparent when looking at only two 
Yariables may no longer be aignificant when the effects of other Varia- 
ble^_ are control led. To draw on a common example from vocational 
rehabilitation, looking only at thie age of a consumer and whether that 
consumer found a job, one might cphclude that it is easier _t_o place 
older people in jobs. However, controlling for past work history, the 
relationship may reverse, and one may find that it is more difficult to 
find jobs for older people. 

Tables IX^l through IX-4 indicate signs only if the factor or 
variable is statistically Bignificant in analyses ccnducted with. concept 
tually similar variables (i.e., vAtiablefiL j^ithia the services, argsniza- 
tibnal characteristics, or consumer characteristics cluster) or in the 
analyses conductedwittall three clusters of variables. These proce- 
dures are explained at greater length in Appendix £. 

When reviewing center outcome data, the following interpretations 
are appropriate: 

• a + sign for an organizational characteristic meaii^ that 
the presence of thia ox^anizatic^iaL factor— - or of a 
higher level of the„ factor is associated with a higher 
level of reported iggregated outcomes per 100 clients, 
controlling for other factors; 

• a + sign for a service variable means_ that if this type 
of service is of fered at aJ.1 within the overall aervice 
package available to consjumers at ^ center (regardless of 
^"^zi^^^'^y: provided the service), the level 
of reported aggregated outcomes per 100 consumers will be 
higher, controlling for other factors; 

• a + sign for a consumer characteristic means that as the 
percentage of consumers with this characteristic 
increases, the level of reported aggregated outcojnea per 
100 consumers will be higher, controlling for other 
factors. 

When reviewing consumer outcome data, the following interpretations 
arf" appropriate: 

• ^- ^j-S^ jO^ganizatioxial characteristic means that 

the presence of-this organizational factor or a higher 
level of this characteristic at the center where the 
consumer is served will increase the number or level of 
outcomes for a consumer, controlling for other factors; 
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a--+ sign for a service variable .means thai- r-eceip of 
this service, (regardless of _ ibi_ iotai_ amount of the 
service received 5 at the experience of this type of 
service procesg, increases^ the number or level of out- 
comes for that consumer, controlling for other factors; 

^-isign for a consumer characteristic means that if a 
consumer has this particular characteristic or a higher 
level of this characteristic, that consumer will have a 
higher number or level of outcomes, controlling for other 
factors. 
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X. PROGRAM MANAGEMENT ISSUES 

Many comments and recommendations came forth concerning improve- 
ments in the Centers for Independent Living Program overall in the 
course of interviews with administrators and staff at 40 sites, the 
center and consuiner mail survey^ and ongoing review of the evaluation 
effort by both the national arivisbry panel and the National Council on 
the Handicapped* Comments focused on the overall operations of the 
program, the utility of the evaluation standards being developed, and 
other aspects of program management; This chapter summarises ard syn- 
thesizes those comments and suggestions. The recommendations are organ- 
ized according to the following topics: (1) the implementation of 
program-wide guidelines and associated reporting requirements, including 
refinement in federal policies concerning acceptable project organiza- 
tion, services and outcomes^ (2) the need for technical assistance to 
facilitate accomplishment of project goals; and (3) possible revisions 
in and future uses of the evaluation standards. 



PR OGRAM GU-ID£LXN^^D-4l£P0RTING^lEQUIREMENTS 

The discussions with national review groups and with independent 
living center administrators make it cleai that there are some major 
policy issues which remain unresolved. The lack of resolution is not 
necessarily bad, but it is clear that when different actors are brought 
together for discussions about independent living at the national level, 
the issues continue to emerge and be debated. A determination needs to 
be made about whether the federal program should ai^sert leadership on 
any of the issuesi or whether to continue allowing local discretion 
within the federally-assisted program. The following issues need 
consideration: 
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whether to dpfihe a particular •'model" for the Centers for 
Independent Living Program and focus funding, guidelines, 
and policy toward that model; 

whether to require that centers serve a broad array of 
disabilities, as now specified in the standards, or 
whether to fund some centers that focus only on a par- 
ticular disability group or a narrow range of disabili- 
ties; 

whether to require that centers ensure maximum consumer 
participiatibn by giving preference to disabled 
individuals as board members and staff, or whether to 
allow the current inconsistency in degree of consumer 
participation; 

whether to specify a given level of consumer involvement, 
such as the current direction in the evaluation standards 
that Boards of Directors should have a majority of dis- 
abled members, cr whether to allow state and " dis- 
cretion in establishing acceptable levels; 
whether to specify a minimum set of services to be 
offered by all centers, such as those currently included 
in the evaluation standards; 

whether to suggest or set priorities among the kinds of 
disabled individuals to be served by a center, given that 
resources are likely to remain limited and insufficient 
for serving all those who might need services. (Should 
centers focus on the most severely disabled, those at 
risk of institutionalization or trying to deinstitu- 
tionalize, those for whom independent living assistance 
may supplement vocational rehabilitation services, the 
young transitioning from special education, or other 
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groups? Should centers be serving the elderly, members 
of the disabled individual's family, those only 
temporarily disabled or with very moderate impsirmeDts?); 
and 

• whether to create guidelines for definitions of services 
and outcomes so that centers use a common language in 
describing their activities and accomplishments. 
The current pattern of great flexibility and diverse historic 
evolution in different states has yielded an array of approaches to 
independent living service delivery. Most seem to be working, though 
some work better than others — depending on the definition of "success" 
used. A common service model is evolving^ according to the evaluation 
findings, yet that evolution is much too slow in the perspective of some 
program leaders and advocates. 

if RSA takes a more active role in shaping the program, it will be 
important to determine to what extent these priorities should be 
reinforced by reducing or eliminating funding to centers which do not 
reflect the thrust of these policies, and over what titne frame such a 
shift in emphasis would take place. (Many of the centers studied would 
be able to achieve the existing standards given an appropriate 
transition period.) 

In addition, it is very clear that independent living centers have 
not had basic "models" and definitions of how to c^ llect and record 
data on services^ cbnsumersi and outcomes. As a result, each center 
has had to create its own systems, an expensive and redundant develop- 
ment effort not well-suited to producing information systems that meet 
management needs and outside accountability demands. In some cases, 
centers adopt wholesale systems from umbrella agencies. Where the 
umbrella is a VR agency, there may be some comparability in data across 
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csnters. But for the most part^ the inforn5:tion available across 
individual centers is not co-aparable. 

Many centers expressed a desire for more common definitions and 
measurements for consumer characteristics! types of services and ser-^ 
vice units, and consumer and community outcomes. They similarly 
expressed an interest in gaining access to information systems used 
successfully by other centers, systems for managing cash flow and 
billings to agencies paying fees for s^^r/ices, and models for consumer 
service planning or for conducting self-evaluations. Seif-evaiuatrons in 
the absence of comparative performance information from other similar 
centers are less likely to lead to discoveries of how to improve activi- 
ties and outcomes. 

This interest was not generally a call for federally-promulgated 
reporting and administrative requirements (though soma centers 
apparently would not object if reasonable comipitments to ongoing funding 
accompanied such requirements)* Rather, many centers expressed interest 
in adopting datt collection and reporting conventions on a voluntary 
ba sis if such models and conventions were developed. The vehicle for 
development of such recommended inodels might r i a federal agency (e^g., 
NCH, RSAi or NIHR) or an association (e.g., NCIL, HRILN, or CARF). An 
accredi ta t iou process, similar to that which was used to improve 
rehabilitation facilities in the mid-197Gs, perhaps might be used. Such 
a process would emphasize standards development and evaluation by peers, 
with the goal of helping the program improve its operations. 

Finally, a recurrent theme in centers across the country was that 
funding resources were small relative to the need and demand for ser- 
vices. At the same time, centers viewed fedr^^al funding as very unstable 
and uncertain. It was noted earlier that long-term planning was gen- 
erally considered infeasible, with centers exploiting any opportunities 
that might come along for funding. Even personnel management was 
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repcrt^d to be affected. Such funding uncerf. airt;/ is not likely to be 
easily resolved in the current context of overa' i federal fiscal uncer- 
tainty, but the evaluation must at least acknowledges that this was 
repotted by centers to be an obstacle in the path of improved center 
management. 

TECHNICAL ASSISTANCE, LINKAGES AND OUTREACH 

A number of centers expressed the need for technical assistance and 
other types of support to help them improve their operations, increase 
their effectiveness in working with other public and private organiza- 
tions on removing barriers to independent living, and increase their 
effectiveness in assisting individuals to achieve their indepenceht 
living goals. Some technical assistance is already being secured by 
some centers with the help of local resources. Private vendors offering 
computer softwaia uniquely tailored to the needs of center management 
and created for use with affordable microcomputers are beginning to 
enter this program field. 

in the absence of strict federal gu Ldel i uxj^j, state-level grantees 
have had gre-^t flexibility in determining how funds will be used. While 
in a few cases state VR agencies operated their own programs, generally 
the funds were subcontracted to local centers. There was tremendous 
diversity among states visited in terms of criteria for selecting these 
subcontractors and for programmatic or reporting requirements placed on 
them. In some states, fierce debates have arisen between state VR and 
consumer advocates over the extent of consumer participation or control 
that should be required, over tttate-mandated reporting requirements, or 
simply over the degree of autonomy the centers should have and the 
appropria' • role for VR. In other states, VR and the centers have 
complemenr^ity and close working relationships. Cne model that seemed 
particularly effective was that in which VR allowed the center greater 
flexibility in the services it delivered and in its community advocacy 



ro;e, but imposed standard reporting requirements and sound management 
practices as a condition of funding, and provided technical assistance 
to the center to help it comply. 

V7hile this flexibility and diversity tnay be advantageous for 
eucouragin^ -enters to respond to the needs of their own local 
communities, in the current environm^^nt, few mechanisms exist for ttaLes 
and centers to share information and learn from each others' experience. 
It may be an appropriate federal role to provide assistance to Part B 
grantees in developing a common set of conventions for meas^^rirp: ser- 
vices and outcomes and 3h*iring performance data, even if deciding 
against providing stronj^er directii)n for the program. 

INDEP£NDENI^\riNG -CEN^r&R-EVAL^ATION STANDARDS 

Host center directors interviewed in the site visits su]^/y...r^ :ed whe 
notion of national evaluation standards as a management: tool , vd wel- 
comed the evaluation standards developed as part of rh? i etudy ^nd 
promulgated by the National Council the Handicapped. A number of 
centers reported revising their internal reporting systems and processes 
to achievo greater consistency with these standards. In additibr* i^ome 
state VR agencies ~ on their own initiative — have be^an exploring the 
utility of the ev^iluatidi* standards as a tocl for assessing funding 
applications and center performance. 

The information collected for the national evaluation of the 
Centers for Independent Living Prograsi ^bb designed to address each of 
the elements contained in the in^iependent living evaluation standards 
and 8er>^es as a baseline for use by RSA in tti-cking the future progress 
of the program. It should alco assist centers in their individual self- 
evaluation activities. If the evaluation standards continue to be used 
by RSA over time, taey will facilitate for Congress "comparison, when 
a, propriate, of activities in prior years with activities in the most 



166 



recent year^" which proved infeasible in the current national evalua- 
tion. Finally, these 8tanda:'ds constitute a framework for prdgrat 
guidelines whica many center directors felt would help them improve 
their operations in serving pe; ^ with disabilities. 

However, prior to implementation, refinement of the evaluation 
standards is needed. Several areas of further work were identified 
during the course of the ev:^luatibh: 

• While the evaluation standards for Lh(=r first time spell 
out the r^inge of consumer and community outcomes that 
centers should monitor and the range o£ services to be 
Cfffered, the >:tual monitoring of services and outcomes 
requires further delineation of specific measures (e.g., 
the ^nits of services, the way i Which outcomes of a 
given type should be measured)^ These measurement for- 
mats need not necessarily be part of the evaluation 
standards^ but some recommended format for such measures 
needs to be developed; 
• A number of evaluation standards list basic and important 
maragement systems (Standards 9 through 12) which centers 
should have in places The systems listed are generally 
unassailable, and a center lacking such systems should 
appropriately be provided assistance. In addition, the 
quality and effectiveness of alternative forms for those 
systems can vary dramatically* Similarly, other aspects 
of center operations^ such as extent of consumer partici- 
pation, cannot be easily assessed simply by examining 
center characteristics such as percentage of board mem- 
bers with a disability. In these instances, implemen- 
tation of the evaluation standards would be enhanced by a 
nore in-depth site review permitting assessment of the 
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quality of systemB in place, and by the specification of 
some "ideal models" or examples for emulation drawn from 
the best practices of existing centers. A simple direc- 
tion that centers undergo such intensive site reviews at 
least once every three or four yea whether by their 
state VR agency or by some other group, might be a work- 
able approach. 

• A number of evaluation standards (e»g. those specifying 
that centers serve a broad arr^y of disabilities, that a 
broad array of services ci'iered, or those specifying 
substantial consumer t?c f ti : ,:pa tion) are not currently 
being met by seme of cue uenters that receive Part B 
funds. Where the national evaluation standards do not 
conform to RSA funding policy, either r'r* policy or the 
standards should be changed^ with an ^*\at^ ^r^iusition 
period to allow these centers to come into c^^irlisrce* 

The extensive site visits to 40 centers, and the evaluation 
findings for the data submitted i'f consumer.-^ and center staff for the 
centers across the country indicate thwt the Part B Centers for 
Independent Living are successfally responding the needs of many 
disabled citizens. At the same time, overall program management can be 
improved in several ways. The centers need common definitions and 
measurea of services, client outcomes, and community impacts, even while 
they cont5.:> t to respond to the unique needs of individual <^ li«;?nts and 
communities. "Model" i.rh^riration systems would be helpful, rven if only 
developed on advisory "best practice" basis by the centers 
themselves. Centers would also benefit from more formal arrangements 
for exchanging experiences and "best practice" norms with each other, 
and from technical assistance. Finally, the standards approved by the 
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National Council for the Handicapped need riefinement and prbmulgationi 
Finally, a number of policy questions have also been identified for 
possible resolution by RSA or Congress* 
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:Pr r-' / MENT OF THE INDE:: ENDENT LIVING CENTER EVALUAtlBN STANDARDS 

this appendix describes the standards development process, and the 
relationship between the legislative provision for the standards and the 
evaluation data elements that accompany the standards. For a 
description of the Congressional history that prescribed the standards, 
refer to Chapter I* the standards and their associated data elements 
are listed in Figure A-K 

devexopmMt qf the standards 

Standards were developed that reflected the measurement and program 
design concerns of rehabilitation prof essionalS) consumers of center 
services, and the centers themselves. This was accomplished through a 
participatory process that involved expert review from around the 
country. The standards devel'^tmeiit procefc.o involved eight major steps: 

Step 1 : The research team developed draft standards drawing on 
previous i with centers from diflerent parts of the country and other 
researchers nrd center evalr' 2* Tuee»e standards were refined based 
on a review of the literatr. and an iterative review and revision 
process. The draft standards followed the basic input, process, outcome 
model, and were designed with maximum flexibility and minimal 
prescf ipc ion for hov^ centers would configure th^ux services or 
activities to accomplish these basic objectivps. 

^tep— 2 ; Proposed standards were distributed by mail for review and 
comtnent to over 500 individuals and organizations including independent 
living centers, disability organizations, researchers, consumer groups^ 
and other disability experts. Comments and suggested revisions^ 
additions and deletions were reviewed and synthesized and the standards 
were revised to reflect these comments. 

Step 3 : the revised standards were reviewed with the Project 
Advisory Committee, including representatives of independent living 
centers, the National Council on Independent Living (NGIL), the National 
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Figure A-i 

TITLE VII. PART 
INDEPENDENT- HYING CENTER EVALUATION STANDARDS AND CRITE l Ji 

PHILOSOPHY 

Staadar d— No> } : Th3 Center shall promote and practice the fol- 
lowing Independent Living Philosophy: 

1.1 Consumer control of policy direction and management of the 
Independent Living Center 

1.2 Cdtisumer control of the development of own Independent Living 
service objectives and services 

l.i Self-help and self-advocacy 

1.4 Equal access to society by individuals with disabilities 

1.5 Equal access to prograais and physical facilities 

1.6 Development of peer relationships and peer role models 

1.7 Meeting the specific Independent Living needs of the local 
coBiffi unity 

1.8 A range of service: o all people with disabilities 

TARGET POPULATION 

Standard No. 1: The Center shall have a clearly defined target 
population that includes a range of disabilities. 

OUTCOMES AND ilgACTS 

Standard No. 3; The Center shall incriease individual consumer 
achievement of Independent Living goals, in areas such as, but not 
limited to, the following: 

3.1 Housing 

3*2 Living arrangements 

3.3 Income and financial management 

3 .4 Transportation 

3.5 Personal care 

3.6 Nutrition 

3.7 Household management 

3.8 Mobility 

3.9 Health and health care 
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Figure A-1 cont. A-3 



3elO Assistive devices 

3.11 Education 

3.12 Snployment 

3 .IS Community involvement 

3.14 Family life 

3.15 Recreation 
3*16 Personal growth 

3.17 Social skills 

3 .18 Communication skills 

3.19 Self-directic>n 

3.20 Consinner and lp<al rights 

Standard No> 4: The Center shall increase the availability and 
improve the qualit} of community options for Independent Li^^ing, in such 
areas as^ but not limited to, the following: 

4.1 Housing 

4.2 transportation 

4.3 Ptitsonal care 

4.4 Education 

4.5 Onployment 

4.6 Communication 

4.7 Reduction of barriers, including architectural and social 

4.8 Disability awareness and social acceptance 

4.9 Recreation 

4.10 Consumer involvement in civic activities and community 
affairs 

4iii Physical and mental health care 
4.12 Legal services 
SERVICES 

^t:a4i4ard^ No^ The Center shall provide to uisabied individuals 
within the Center's target population and/or their families the 
following Independent Living Services: 

5 . 1 Advocacy 

5.2 Independent living skills training (e.g., health care, 
financial management, etc.) 

5.3 Peer counseling 
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In addition to the services above, the Center may p^cvide ov make 
available other services such as^ but net limited ti , the following' 

5.4 Legal services 

5.5 Other counseling services (e.g., non-peer, group^ family) 

5.6 Housing services 

5.7 Equipment services 

5.8 Transportation services 

5.9 Social and recreational services 

5 .10 Educational services 

5.11 Vocational services, including supported employment 

5.12 Reader^ interpreter, and other communication services 
5*13 Attendant and homemaker services 

1..14 Electronic services 

^andard No. 6: The Center r= i provide Information and Referral 
to all inquirers including those fror outside the CeuLer's target 
population. 

S^tandard. N,o._7' The Center shall conduct aci ies to increase 
community capacity to meet the needs of individuals with ilisabiiities, 
such as, but not limited to^ the following: 

7.1 Advocacy and technical assistance f -^rviceto ;uO improve 
community options, remove community barriers, and create 
jiccess to public programs 

7.2 Public information and education (e.g., presentations, piress) 

7.3 Outreach tc consumers and service providers 

7.4 Initiatives to establish an active role in the disabled 
community 



IRGAKIZATIONAL MANAGEMENT AND ADMINISTRATTny 

€4:an^ r<i-No. 8 : Qualified disabled individuals shall be 
lubstantially involved in the policy direction, decision-making, service 
elivery, and management of the Center, and given preference as: 

8.1 Members of Boards of Directors (at least 51Z qualified 
disabled persons) 

8.2 Managers and supervisors 

8.3 Staff 
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Standa4: 4- 9^ : The Center ishall establi-^b -lear priorities 
through annual and three-yeat progrsm and financial plaiming objectj- :8 
which include, but are not limited to, the foliov^'ng: 

9.1 Overall Center goals or mission 

9.2 Work plan for achieving goals 

9.3 Specific objectives for rrmbers and disabilities 
individuals to be served 

9.4 Service priorities and needs to be addressed 

9.5 Types of services to be provided and service delivery 
procedures 

9.6 Annual, three-year, and alternative buaget projections 
Standar d No. 10 : The Center shf?ll use sound organizational and 

personnel manajgement practices. 

10.1 Written : olicies and procedures for Board and staff vhich 
specify £»»^: ropriate roles and responsibilities 

10.2 Job descriptions for all personnel, including volunteers 

10.3 Clear lines of authority and supervision 

10.4 Personnel performance appraisal and guidance 

10.5 Equal opportunity and affirmative action policies and 
prbcedr-es 

10.6 Staf^ ic ^^ard training and develop ^t 

Standard The Center shall ctice sound fiscal 

managemeiit • 

11. 1 Annual budget that identifies funding sot ^s, and the 
allocation of sources across sen'ices and ac: ^.vities 

11.2 Budget monitoring system and procedures for managing cash 
flow 

M.S Anijual *^udit by independent public accountant 
11.4 Resource development activities (e.g., fund raising, grant 
de -elbpment , securing f ee-f or-service agreements, business 
develo: ent, cKvdowment funds, permanent government funding) 
appropriate to achievement of objectives 

11.3 Determination of costs of services and activities (total 
program cost, cost by funding source^ service component 
costs, average cost per service and per inaividual served) 
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Standard No^^: The Grantee and the Centers shall conduct annual 
self-evaiaat ions ad shall maintain records adequate to measure 
performance on these independent Living center L aluatidn Standards, 
including : 

12.1 Doruuentation of the number and types of individuals served 
(age, disability or relationship to disabled individual, 
gender, living arrangement^ ethnicity, services received) 

12.2 Documentation of the types and units of services provided to 
individuals and the community 

12^3 Documentation of individual outcomes 

12.4 Documentation of community Independent Living impacts 

12.5 Client intake, service planning, and progress reports 

12.6 Manage-:ent records, including financial, legal, 
administrative personnel, and interagency jgrements 

12.7 Consumer evaluation of quality and * ppropr iatene ss of the 
Center program 
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ebuacil on the Handicapped (NCH), the Council of iState dtnini^tr ».tors of 
Vocd;:idnal Rehabilitation (CSAVR), and the U.S. Department of Et.ucation. 
The standards were revised to reflect Advisory Committee 
r ecommendat ions • 

^tep 4 ; The standards were presented to the Adult Sei' ices 
Committee of the National Council on tht Handicapped, and the fuli 
Council, during the regularly-scheduled meeting in Noveniber 1984. The 
Council recommended changes to several standards. 

Jt^p^-5 : The standards were further reviewi^< and ^vised by staff 
of the Rehabilitation Services Administration and the Office of Special 
Education and Rehabilitation Services. During this review, the RSA 
Commissioner net with the Ex-cutive Director of the National Council and 
contract staff to discuss final standard wording and recommendations for 
Council consideration. 

^tep 6: The standards yt^re reviewed by the National Council on the 
Handicapped, further revised to reflect Council rscommendations, and 
ttcn appiov^/: in January 1985. 

set of standards app ovea by the Council to guide this 
-:?Lbtioc _:eflect8 the concerns aud points of view of many concerned 
individuals and organizatioL^rf. The/ are designed to capture important 
aspects of the centers as they currently exist. Thie st4:in<iards offer 
m%re guidance for program design than the original drafts and thus offer 
potential ^^i. program standards as well es criteria for eval 'ia*:ion. 

RELATIONSHIP BETWEEN LEGISLA TIV E^OVIblONS AND mE LVM^MHOU DAIA 
^EMEhTS THAT ACCOMPANY THE STANDARf .T 

^Ara legislative provision is addressed by specific standards 
conc-^ning evaluation questions (data elemeut^^ needed to answer the 
provision. In this section, the relationships . • ortj the provisions, the 
evaluation standards, and the qutstions addres.^ed by the evaluation are 
detailed. For references to specific data element numbers, see Table I- 
1 in Chapter I of the report. 
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A. The Nuffibe^^nd Tvpe r of Handicapped Indivtda^is Assisted 

and 

B- The Extent to Which Handicapped Ind ivi^u^l^ with Varyi^ig Ea^b^ ^ 
€a pping-Gondirt4ons Were Served 

The population served by center, is addressed in Standards 1, 2, 9, 
and 12. The evaluation questions are: 

• Are centers providing equal access for individuals with 
different types cf disabilities to their programs and 
physical facilities? 

""o what extent do centers provide a range of services to 
all people with disabilities? 

• What range of disabilities is served by the centers? 

• Are target population goals specified? 

• Do centers have specific objectives for numbers and 
disabilities of individuals to be served? 

• Do centers record the number and types of individuals 
served? 

G. The Types of Services 'Bi^wi^ei 

The types of services offered by centers : ^ addressed in Standards 
1, 5, 6> 9^ 'ind 12. The specific evaluatic;, questions are: 

• To what extent do cbnsumi'tE control their own service 
objectives and service delivery? 

• Do centers promote self-belp and self-advocacy? 

• Do centers develop peer relat ioc ships and peer role 
models? 

• Do the centers provide advocacy, independent 1 iving 
skills training, and peer counseling? To what extent are 
other services — legal, other counsel ing, hous ing, 
equipment, trans port at ion, sociai/recreat ional, educa- 
t iona 1 , vocat iona 1 , communicat ion, attendant /homemaker, 
and electronic services — provided? 

• is information and referral assistance provided to all 
inquirers regardless of their type of disability? 
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• To what extent do centers specify one- and three-yeai 
service priorities and needs to be addressed? 

• To what extent do centers specif; , for one- and three- 
year planning^ the types of services to be provided and 
service delivery procedures? 

• To what extent do centers document the types and units of 
services to individuals? To the community? 

b. The Source43 of Funding 



£• The Percentage of Resources Committed to Each Type of Service 



The funding sources and patterns of allocation a i. e addressed in 
Stand^.rdi= 11 and 12. The evaluation questions are: 

« Do centers have an annual budget that ioc^ntifies funding 
sources and the allocation of resources across services 
and activities? 

• Can centers determine costs of services and activities? 

• Do centers maintain management records? 

How Services Provided ContribuLed to the Maintenance or the 
In^e^t^wi Independence -d ^ Handicap ped Individuals Assisted 
The impact of center services on nr^h^' of those services is 
addressed in Standards 3 and 12. lY <^ ^ ' \i ;i<ivivj*» qiiestions are* 

• Dic^. services increase coiii goal achievement in 
housing, t.iving arrangements, finances, transportation, 
p£tbor.»al care, nutrition, household r^in^gement, mobil ity , 
health, assistance devices, education, employment, 
community involvement, family life, recreation, personal 
growth, social skills, communication skills, self- 
direction, and consumer and legal rights? 

• To what extent did center services contribute to 



and 



Provided 



consumers' .ability to maintain their level of 
independence? 
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• To what extent do centers document individual consumer 
out coQes? 



G • Ih^-Es^ent^^ W hich Ha ti<iiHcapped Individuals Part i cipate in Manage- 
me nt and Decision-Stakin g jn the^ent^ 

The extent of consumer participation in management and decision- 
making wfs addressed in Standards 1, 8, 10, and 12. The evaluation 
questions are: 

• Do centers promote consumer control of policy direction 
and mianagement ? 

• What percentage of the (1) Board o Directors, (D 
managers and supervisors, ^ad (3) s.aff are disabled? 

e Are roles and responsibilities of Board and staff 
specified? 

• Are job descr: ions provided fo: all personnel, 
including volunteers? 

• Are there clearly spec'fiwd linos of authority and 
supervision? 

• Do the ceaters have systeiLS for personnel performance 
appraisal and guidance? 

• Are there equal opportunity and affirmative action 
policies vcd procedures? 

c Are there opportunities for staff ani Board training and 
A' yelopment ? 

w Xc what extent do centers have consumer evaluations of 
quality and ^appropriateness of the center program? 
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The^ xtetit of Capacity-Building Activiti^^ J^r- ^ • • d iv ^ <: o i ^ ^- boration 



and 

!• Tt^^-Extent o^^atalytic Activities to ProTuu> .<; , ^ . ^K. . 5 * 

Involvegient. and AsslEt^nce 

ana 

J. TH^^xHtent of Outreach Efforts and the Itppatt ol Su r^> ef forts 

The extent of community activity and involvement is addressed by 
indards 1, 4, 6, 7, 11, and 12. The evaluation quastions are: 

• Do centers promote equal access to society for 
individuals with disabilities? 

9 Do ceuters address the specific needs of the local 
d 7 cabled community? 

c; To ceni^iers increase community options in housing, 
transportation, personal care, education, employment, 
communication, reduced barriers, disability awareness, 
consumer involvement ia civic activities, health care, 
and legal services? 

• Is information and referral pro\ xded to all inquiries? 

e How many centers provide advocacy and technical 
assistance, public infbi-mation^ outreach to consumers and 
service providers, and participate actively in the dis- 
abled comr.unity ? 

• To what extent do centers conduct resource development 
act ivities? 

• Do centers document community impacts ? 

k. A-fem^a^ir#<>n,-y4v^^ of Prior Year(s) Act ivitiefi With 

Most Recent Year Activiti^ 

A comparison of centers over time i« addressed by Standards 9, 11, 
and The evaluation questioi^ are: 

• bo centers have ar ad three-year planning goals? 

• Do centers have i work plan for addressing goals? 

• Do centers hav : annual and thee-year objectives 



Wiih Other Agenci^^s-^d-Orfeanrizatidns 



for numbers a 



ies of individuals to be served? 
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Do centers specify ^fae- and three-year service 
priorities? 

Do centers specify for cm - nd three-year planning the 
types of services to be i r^viced and the service delivery 
procedure? 

Do centers have annual three-year, and alternative 
budget project ious? 

Do centers have an annual budget that Identifies funding 
sources and the allocation of rf^i^ources across services 
and utilities? 

Do centers have a badge t monitoring system and procedure 
for managing cash floW? 

Do centers have an annual audit by ar independent public 
accountant? 

Can centers determine costs of services and activitits? 
Do centers record the number and types of individuals 
served? 

Do centers document the types and units of services to 
individuals and the community? 

Are iadividual client outcomes documented by centers? 
Are community independent living impacts documented by 
centers? 

Do centers have client intake records^ service pl^> u^.ing 
records, client progress records? 

Dc centers maintain nanagement records (financii.1, 
legal, administrative, per so;:in<j 1> i.rte. agency 
agreements )? 

Do centers provide opportunities f cr consumers to 
evaluate the appropriateness and quality of the center? 
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0MB Approval No, 1820-0531 
Expiration Date: 2/86 



BPAiD _ 



TITLE Yll PA£T B CEHTKR MAIL SB*?BY 



Please print or 
type vour responses 



DESCRIFTIM OF CERTER 0& PEOGRAM 

Name of IL Ce: r 

Address 



N^me and 



son Responding 



Should be the per. directly 
responsible for IL Center operations 



Name 




Title 








Telephone Number 


Date 


r been: [ANSWER BOTH] 





Answer 
both 



m operation? 

receiving Part B funding? 



years 
years 



2. For your current funding year, what is the annual amount of the IL 
Center's : 



Please r:' < 
r 1 am>i^.' :s j 



Federal Part B funding 

ft B match (if r.ny) 

Other direct federal fundiug 

State funding 

Local government funding 

Private funding 

Other funding (SPECIFY) 



$ 
$ 

$ 
$ 
$ 



TOTAL CURRENT ANNUAL IL BUDGET 




How does the Center receive its federal (Part B) funding? [CHE-J;; or 
^ "1 As a direct recipient 
I I through the state VR agency 

□ 
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As a subcontractor to another agency (WKAT AGENCY?) 

im 
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4, How is_ Part B funding used? [CHECK AIL THAT APPLY] 

i . I Pse of Part B funds is limited to specific ser/iceCs) 



WHICH SERVICE(S)? 



□ Use o 
. groupCs) 

that appiy 



^ funds is limited to serving specific disability 



WHICH GROUP(S)? 



□ Part E is used to support a few specific staff positions 



DESCRIBE POSITIONS 



[~1 Part 



3 funds supplement overall Center activity 
□ Fdt otbtx purpose^ (SPECIFY) 



Check 
one 



Is your cr ;r:oi2at.iDD : [CHECK ONE:] 

□ an independent IL Cente. [GO TO QUESTION #6] 
C3 ■ -nter which is part of a larger agency 

C~] arx iL program or activity within a larger agency (^ot a Center) 



i IF f'ART OF A L;^.^ . T r^CY: 

Name of agtucv . : 

Address 



Size of agency annual budget $ _____ 
Type of agency: [c.-Ck CWE] 



government 



Check 
one 



1 1 pi-ivate nonprofit 
L-J private for-profit 



Target pOi^ulatibn of agency services 



Types of services oth«r than IL offered by agency 
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Check 
one 



Is your ser/ice arei [CHECK ONE] 
Urban 
Rural 
Suburban 



Check 
one 



Does your IL Center serve the entire state cr part of the state? [CHECK 

one] 



□ The entire state 
I I Part of the state 



8. Please score each statement on the degree to 
the 8trpnge8t__einpha8es in your IL Center's c>. 
NUMBER FOR EACH ITEM] 



Circle one 
number for 
each item 
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\ you a^ree it describes 
prograra. [CIRCLE ONE 



Strongly 
Disa&^ree 

1 



Persons with disabilities control 
the policy direction and management 
of the Center 

Persons with disabilities estabiish 

Center service priorities i 

Persons with disabilities manage Center 
operations 1 

Persons vith disabilities serve in 
important staff rolec 1 

Consumers contvC/l the vsvelopment of 
their own IL service otjec^ive6 and 
services i 

Center encourages consianer self-help 

and self-adv cacy i 

Equal consumer access to Center 

programs and physical facilities 1 

Center encourages peer role rnodel;^ 

and peer relationships 1 

Center works to guarantee equal access tc 
society by individuals with disabilities 1 

Center provides a range of services 

to ail people with disabilities 1 

Center works to meet the i^pecific IL 

needs of the local community i 



Strongly 
Agree 



5 
5 

5 
5 
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OBGAMIZATICttAL K&Ni£Bffi8t ANB ABlSNiStBATieH 

9. Is the IL Center ExCwUtive Director disabled? [CHEuK ONEI 

□ Y.. 

□ »o 



individuals in the following pclicyi 
management, aud staff roles in the XL Center, and for each, the number of 
persons with disabilities. 



Please give 
all amounts 



J 



Total Numbet yich 
Number Disab 'l- ies 



On Board of Directors 

IL Advisory Committee or Board 

IL Administrators or Program Directors 

IL direct service staff 

IL clerical/support staff 

Other paid IL staff 

IL volunteers 
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Below are examples ot procedures being used at some Geaters. this: does 
not jnean thzt ilL are appropriate tb your Center. Please indicate 
vbetUat or not each procedure is currently in operation and actually used 
at your Crnter« [CHECK YES OR NO FOR EaVCH ITEM] 



Check yes 
or no for 
each item 



Yes 

□ 

□ 

□ 

□ 

□ 

□ 
□ 
□ 

□ 
□ 
□ 

□ 

□ 

□ 
□ 
□ 

□ 
□ 



No 

□ 
□ 
□ 

□ 

□ 

□ 

□ 
□ 
□ 

□ 

g 
□ 

□ 

□ 

□ 
□ 
□ 

□ 



Written ILC mission or goal statement reflecting IL 
philosophy 



Formal annual pilanning procedures 

Annual service priorities and needs to be addressed 

Specific objectivea for numbers and types of 
disabiliticii to be served this year 

Three-year plans for services and consuxDers to be 
served 

Written work placs with timelines for acbiiiving 
objectives 

Written description of ILC services and service 
delivery procedures 



Annual budget projection 
Long-tem bud^^t projection 



years) 



Written policies and procedures for Board and staff 
specifying roles and responsibilities 

Written personnel policies and procedures 

Written job descriptions for all personnel 

Organizational chart showing job responsibilities, 
authority, and supiervisidn 

Written affirmative action and equal opportunity 
policies and proceaures 

Written per Sonne 1 performance evaluations at least 
once a year foi: all staff 

Center-supported Board training and development 

Center-supported staff training and development 

Annuat budget that identified funding sources and 
resource allocation 

Budget monitoring system 

(eONTlKUED) 
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Yes No 



□ 
□ 



□ 
□ 



Procedures for managing cash flow 

Annual audit by independent public accountant 



□ 
□ 

□ 

□ 
□ 

□ 
□ 



□ □ 



Resource deve'^opment activities: 
Grant development 
Fee-for-service agreements 
Business development 

Accounting procedures that produce information on: 



□ 


□ 


Total program cost 


□ 


□ 


Costs by funding source 


□ 


□ 


Costs by service component 


□ 


□ 


Average cost per service 


□ 




jtage coiBt per individual served 


□ 


□ 


Computerized fiscal systems 



□ 
□ 
□ 

□ 

□ 

□ 
□ 

□ 
□ 



Consumer intake records 
Written consumer service plans 
CbhsuBier progress records 

Documentation of the number and types of consumers 
served (unduplicated counts) 

Documentation of the types and units of services 
provide (e.g., number of service hours) 

Evaluation report documenting individual and 
community independent living outcomes and impacts at 
least once a year 

Computerized client information system 

Do cument a t ion of specific levels of IL goal 
achievement by individual cl ients 

Computerized service system 
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ORfiAHIZATldiAL ILELAIIOH^IPS 

12. Please indicate the ty^€S of relationships, ;/ou^ has with the iypes 

of agencies listed. fSHCW ALL RELATIONSHIPS WITH EACH TYPE OF AGENCY] 

Nature of Relationship 

(enter all thiit apply ^ 

using codes listed below ) Agency type 

- - — ----- Oth3r independent living Centers 

State Vocational Rehabilitation agency 

- Rehabilitation facility 

Primary care facility (hospital, nursing home) 

doctor or medical, care provider 

Kental retardation/xDental health agency 

- - - Spe :ial education agency /program 

bthar educational organization 

Housing agency 

■ ■■_ Medicaid agency 

Advocacy group 

- Lobbying groups 

- - Legal service organizaticn 

Disability-related organization 

. Agency for aging 

Einployment service 

Transportation service 

Social Security office 

- - - Welfare or social service agency 

--- Private vendors or services 

Business /corporations 

Other (SPECIFY) _ 



CODES TO BE ENTERED ABOVE TO DESCRIBE TYPES OF RELATIONSHIPS 

A * We refer many of our consumers to thea H >■ They provide us with Information or technical assistance 

B • We refer a few of cur considers to thea I • We receive fundirg or other support from them 

C * We receive many of our consumers through referrals J > Thsy purcLwSe services from us 
from this agency 

K ■ We purchase specific services from thea 

D • We receive a fey of our consumers through referrals 

from this agency . ^^^^^ (SPECIFY) 

E ■ We coordinate with them in providing services 

to consumers M - Other (SPECIFY) 



^ ■ We coordinate with them on communication and ^ - q^j^-^ (SPECIFY) 

advocacy 



O _P^9yi^^ them with InfonnatibiEi on technical^ ^ - - --_ 0 ■ W« hav« no relationship with an agency of this type 
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13. Cofigiimers d£ IL Services 

This question refers to direct client services, including information and 
referral. 



a. 



b. 



Please give 
all amounts 



These numjbers 
are: 



□ 

□ 



exact 
count 



best 
esixmaie 



How many consumers used your services last month? ^ 
Is this an exact count or I best estimate 



Hpv many consumers ha& your Center served in the 
last year ? (unduplicaced count) 



is this an 



□ 



exact count 



or 



□ 



best estimate 



Please indicate the primary disability of those consumers served 
last year, (The total for these categories should be the same as 
the answer to Question 13.b| above.) 



Blindness (both eyes) 
Other visual impairment 
Deafness 

Other hearing impairment 
Amputation or absence of limb(s) 
Spinal cord injury 

Other orthopedic impairment (e^g. , arthritis , 
cerebral palsy, polio, multiple sclerosis) 

Mental illness 
Mental retardation 

Other disabling conditions (e*g. , diabetes , 
epilepsy, stroke, head injury, etc.) 

Not disabled (e.g., parents, family members, 
sponsors, friends) 



Number Served 



Disability category unknown 



TOTAL (same as 13. b, above) 



EKLC 



d. Of the total number of consumers receiving your services last year, 
what percentage received only "information and Referral" services? 



IBB 



SERVICES DELI?SUm 



14ai For the following possible it services^ please indicate how much of each 
gervice vourCenjpr provided jo c in the last year. 

IF YOB bib NOT PROVLDE THE SERVICE DIRECTLY, ^eck- Colmpn A-<>r S > 
IF YOU bib PROVIDE THE SERVICE, indicate: _ 
the tiua^er of cbnauiiera served in Cbluinn-C > 
the amnber of service units in Columri D > and 

the type of service imit (e.g., hours, contacts,, trips) in Column 



® ® 

Referred 
to Not 
Another Provided 
A^tency at All 

□ □ 



□ 
□ 
□ 

□ 

□ 
□ 
□ 
□ 
□ 
□ 

□ 

□ 



□ 
□ 
□ 
□ 
n 



□ 
□ 
□ 

□ 

□ 
□ 
□ 
□ 
□ 
□ 

□ 

□ 

□ 
□ 
□ 
□ 
□ 



Service 



Advocacy 



Number 
of Con- 
sumers 



Number 
of 

Service 
Unite 



Type 
of 

Service 
Jnit 



Independent: Living Skills 
Training (i.e. financial 
management , cbimxiunicotion 
self-care, etc . ) 

Peer counseling 

Legal arid paralegal services 

Frpfessibnal counseling 
(licensed or certified) 

Other counseling services 
(e.g* , non-peer, family, group) 

Housing services 

Equipnent services 

Transportation services 

Social and recreation services 

Educational services 

Vocational services^ in- 
cluding supported employment 

Interpreter, reader, and other 
communication services 

Attendant and hbmemaker ser- 
vices (evaluai ions^ training, 
monitoring, etc.) 

Electronic services 

Family support services 

Information and referral 

Other (SPECIFY) 
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Check 
one 



How does your IL Centier provide most of its services? [CHECK ONLY 
ONE] 

[^J Hbstly over the phone 

□ 

Mostly in person 

□ Through a combinat ior^ of in-person/over-t he-phone in equal amounts 
I I O^^er (HOW?) 



Ci Please estimate the number of consumers you referred to other agen- 
cies jfor service last year. 



d. Please estimate the number of consumers referred to your Center by 
other agencies and organizations last year. 



15. Which of the following community development areas represents the primary 
target of your community efforts? [CHECK ALL THAT APPLY] 



Check all 
that apply 



□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 



Housing options 

transportation options 

Personal care availability 

Educat iohal opt ions 

Emp loyment op po r t i t ies 

Communicatioa 

Reduction of barriers (architectural and social) 
Disability awareness and social acceptance 
Recreation 

Consumer involvement in civic activities and community affairs 
Physical and mental health care 
Legal services 
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16. Of your total IL activities, please estimate the percentage rtevoted to: 

Individual services - Z 

ConnnuDiity development % 



17. Does your Center or agency cffir residential services to disabled IL 
consumers? [CHECK ONE] 



□ 



Yes 



Check 
one 



□ 



No 



What type of services? [CHECK Ai,L THAT APPLY] 

□ 

Residence in group hocae with r.gency staff 

I I Residence in separate home or apartment with 
agency staff 



□ 



Independent residence in separate heme or 
apartment 



Transitional residence program 
□ Temporary or emergency hu^sing providec^ 
other (SPECIFY) = 
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CENTER efiAKACtkklSTICS 

18. Wc understand that you are not able to isolate changes in client status that 
are caused by the Center's program. However^ please est imate the number of 
consumers who exbibited the following chaiacteri^tics in the past year^ If the 
specif ied characteristic is not expected in your service program, indicate 
''SA.'* Please check ii your response is based on acctirate records or on 
est imates* 

Enter t he-Number of Consumers Records Estimate 

Obtained nodif ications in own housing to improve accessi- 
biiity □ □ 



Moved from an institution (hospital, nursing home) to e 

less restrictive setting Q [~J 

Obtained financial benefits Q Q 

Learned_to use public and/or other available transporta- 
tion options n n 

Acqiired license to drive 0 Q 

Acquired attendant is visiting nurses, homemakers, cooks, etc Q Q 

Acquired readers or interpreters Q Q 

Obtained specific services by Center referral to another 

program Q [3 

Became able to carry out household and shopping chores Q [21 

Acquired appropriate mobility, communication or vision aids Q j | 

Achieved educational goals 0 3 

Obtained employment Q Q 

Registered to vote LH UJ 



Gained memberships in community governing boards, commit- - 

tees, councils [~| Q 

Other (SPECIFY) .-. - □ [J 



Other (SPECIFY) Q Q 



Other (SPECIFY) □ □ 
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19. We realize it is not pos8ible--t6 isolate changes that are caused ^by Center 
programs » _ However, please estiiaate ct'ininunity changes you feel you contributed 
to in the last year> If the specified change is not expected in your program, 
indicate "HAc" 



Enter the_Humber of Each 
Type of Change that 
Occurred Last Year 



Bousing units oiade accessible 

Accossible vehicles added to public transportation 
system 

Qualified attendants added to community antendant pool 

Qualified readers added to cotmnunity reader pool 

Qualified interpreters added to community interpreter 
pool 

Amount of additional funding made available for 
attendants, readers, and/or interpreters 

Agreements eistablisbed With special education 
programs or other agencies 



Records I^stimate 

□ □ 



Educational resources made accessible 
to students with disabilities 

Jobs developed for persons with disabilities 

Communications devices (e.g.i number of devices) 
made available to cbinmunity 

Public buildings with increased accessibility 

Ramps or curb cuts 

Br ai lied information 

Additional handicapped parking spaces 

Elevators with brailled letters and numbers 

Recreation programs available to persons with 
disabilities 

Health providers trained in special needs of 
persons with disabilities 

Other service providers trained in special 
needs of persons with disabilities 

Crher (SPECIFY) - - - 



n 
□ 
□ 

□ 

□ 

□ 

□ 
□ 

□ 
□ 
□ 
□ 
□ 
□ 

□ 

□ 

□ 



□ 
□ 
□ 

□ 

□ 

□ 

□ 
□ 

□ 
□ 
□ 
□ 
□ 
□ 

□ 

□ 



E3 □ 



Qiher (SPECiFY) 



□ □ 
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ether (SPECIFY) 



□ □ 
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CratER OBSERViOribNS 

20. What do you think has been the most significant contribution of your 
Center: 

— to individuals with disabilites? 



— to the community at large? 



21* Do you have any comments you would like to add? 



THANK YOD very much for your time and tho»ught in answering these questions. 
The information you have provided will be most helpful to us. 

Please return the completed form in the enclosed pre-stamped envelope 
iUfEDIATELT to: 

Independent Living Evaluation Project 
Research S Training Center on IL 
BCR/348 Haworth -- 
University of Kansas 
Lawrence, KS 66045 
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GQNSUKER HASi SURVEY 



^ ^Please mark your answers fHitting an X in the right box X or by 
filling in the blank. In most questions^ you should check only one box. 
In some questidnsr you are told to "eHEGK ALL THAT APPLY.'' For these 
questions^ check as many boxes as describe you or your situation. 

^ questionnaire is divided into three parts. In the first part, 
you are asked for general information about yourself. The second i^tt 
asks about your experiences with this independent living center- The 
last part asks about the effect the center has had on you. 

Please feel free to add comments you may have on any of the ques- 
tions. 



GENERAL XNTOBHATIKII 

The first set of questions are general information questions about 
you and your situatic3n. 



1. How old are you? y ears 




What is your race or ethnic background? [CHECK ONLY ONE] 



Check 
On! y 
One 




White (except Hispanic) 



(Spanish surname) 




Other (SPEGtFY) ; 



Native American 



CHEeK ONE:, 



I ccitfileted this survey nyself 




I completed this survey with help f ran someone else 




Sornebhe else cornpleted this survey for me 
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What is your diisability? , 



Blindness (both eyes) 
Other Visual Inpairment 
Deafness 

Other Hearing Sipainheht 
Orthopedic Enpainneht: 

Arthritis 

Cerebral Palsy 

Polio 

Multiple Sclerosis 

Muscular I>i^str<^hy 

^inal Cord Injury 

ifin^xitation or Absence 
of Limbs 

Other (SPECIFY) : 

Mental illness 

Mental Retardatibh 



Other Disabling Conditions: 
Diabetes 
Epilepsy 
Head Injury 
Stroke 

Other (SPECIFY) : ^- - - 
ISfot Disabled: 

Parent of Disabled Child 
Spouse or Friend of Disabled 
Other (SPECIFY) : 



Disability 
[CHECK ONLY 
ONE! 

□ 
□ 

□ 

□ 

□ 

Q 
□ 
□ 
□ 

□ 
□ 
□ 
□ 

□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 



Other 

Disabilities 
iCHEC3C fiSY 
THAT APHiYj 

□ 

□ 
□ 

□ 
□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 

□ 
□ 
□ 
□ 
□ 

□ 
□ 
□ 
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How bid were you when you beeaine disabled? . 

□ years □ i was disabled at birth □ I am not disabled 



Do you currently use any of the following? [Qffi(3( ALL THAT APPLY] 
L-J Electric Wheelchair 

□ 

g 
□ 
□ 
□ 
□ 
□ 



Manual Wheelchair 
W&lker 

Crutches or walking cane 
Seeing eye dog 
White cane 

Other mobility aid [WHAT KIND?] 
None used 



Do you regularly use any of the following? [CHECK AiL 1HAT APPLY] 

□ An attendant 
r~] A reader 

i — J An interpreter 

1^ ) A housekeeper or cook 

[Z] other personal helper [WHAT Kim?] 

\~\ None used 

Are you now r of have you ever been, a Vocational Rehabilitation 
(VR ) Client? [CHECK ONLY ONE] 

LJ I ant a Rehabilitation client how 

l~l I am not a Rehabilitation client how^ but I was before 

im I have never been a Rehabilitation client 

□ I don't know 
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• rJLh^Mrt ram itJTXH "UK tt« (jcKlXiR 

The nert Mt of question are about your experiences with the 
independent living (UO center^ 

9. H^zdid you fixst hear about this independent living center? 
[GHEGK ONLY CXsE] 




□ 
□ 
□ 
□ 
□ 
□ 



Fran a friend 

Fran someone on the XL Center staff 

Fran a doctor or other nedical person or health agency 

At school 

Fran a Deparbneht of Vocational Rehabilitation Office 
Fran another government agency 
From the newspaper^ radio, or TV 
Other (SPEeiFY) : 



Id. Have you ever visited the XL Center? 

No 



Check 

Only 

One 



11. When did you first visit or talk to someone from this 
independent living center? [CfffiCK ONLY caJE] 



□ 
□ 
□ 
□ 
□ 



In 1985 



In 1984 
in 1983 
Before 1983 
Don't know 



check 

Only 

One 



ERIC 



12. How many times have you ever visited or talked to someone from 
this IL Center? [CHECK ONLY OlffiJ 

I — I One or two times 

Three to five times 

I I Six to ten times 

I 1 Eleven to twenty times 

f I More than twenty times 
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13. Where do you generally receive services from the Center? 
[CHECS ONLY ONE] 



\~2 At the Center 
□ Over the rtione 
1 _} Where I ''ive 



check 

Only 

One 



14. When was your most recent contact with this IL Genter? [GHEGK 
ONLY ONE] 

□ In the past week 

□ More than a week ago, but wichin the last month 

LZ] More than a month ago, but within the last six nionths 
I — I More than six months ago 



Check All_ 
That Apply 



15. How easy is it for you to get to the IL Center? 
[CHECK ALL THAT APPLY] 

r I It is near public transportation I can use 

It is in a building that is ea^ to enter and leave 

□ it is easily reached jAione 

□ The Center provides transportation 

I { The Center is not easy for me to get to 
[~~] i never go to the Center 




16. For the services you get from the IL Center, who was HOST 
responsible for settjjig your independent living asjals? [CHECK 
ONLY ONE] 



n Hyself 

Soneone oh the Center staff 
[ \ Someone in another agency 
i \ Soneone in my family 
CH Other (WHO?) 



ERIC 



B-2b 



Check 

Only 

One 



17. Who is HOST resj83nsible.for_£h2^^ which services you 
receive from the XL Center? [GEIEGK ONLY ONE] 

□ Ryself 

1~1 Sdneone on the Center staff 
I I Someone in another agenc^^ 

Soneone in my family 
L3 Other (WHO?) 



18. In using Pi Center servicesr did you work with one individual 
who helped coordinate all the services you received? 

Q Yes r~l No 



Check 

Only 

One 



19. What is your major purpose in using the IL Center? fCliEOK 

oms am] 

□ To get inforiratlon about the prdgramsr services and 
benefits 

_^ To get a variety of services which increase indepen- 
r denee by changing my housing, self care skills, or life 
' — ' style. 

□To get assistance which helps me maiht^ih my current 
level of independence. 

I I Other (WHfiT PDRFBSE?) 



Check All 
Thai Apply 



20. Describe XL Center staff members you have worked with most 
Oft^: [CHECK ALL THAT APPLY] 



Have a disability like mine 
(ZD Have a disability different from mine 
CZl Have no disability that i know of 



21* fire there in^viduals with disabilities in importaiit jobs in 
the IL Center? [CHEeK ONLY (Ml] 



EZI Yes EH No EH I don't 



know 



ERIC 
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22. Have^^bUihilped ih theilL Center in anv of the following ways? 
[CHECK ALL IHAT APPLY] 



Check All 
That Apply 



□ 
□ 
□ 
□ 
□ 
□ 
□ 



As a volunteer staff member 
As a paid staff men^r 
On cin Advisory Comnittee 
On the Board of Directors 

services 
Other (WHM HELP?) 



NOy I haven't helped 



Check All 
That Apply 



23. What services did you receive at the IL Center? [CHECK ALL 
THAT APPLY] 

□ information and referral 

□ Advocacy 

□ IhdeE>ehdeht_ living skills trai_hing (e.g., money manage- 
ment, cooking^ self care^ braille) 

□ Peer counseling 

1 i Other counseling services { individual , group, or familv) 

□ 



□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 



Legal services 
Housing services 
Eguipneht services 
Transportation services 
Social and recreational services 
Educational services 
Vocational services 

Reader, interpreter, and other communication services 
Attendant or homaraker (personal assistance) services 
Electronic services (devices, computers) 
Other (WHICH SERVICES?) 



EKLC 
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24. Please rate the IL Center on the following itemjSi If you 
judge the Center a_s_ Very Good on any_iteinr _e±rele _^the^ "5". if 
the: Center is Very Poor for the item^ circle "1". 
If it is in between, circle the "2" '•3" or "4". If the item 
does hot apply to you, circle "N/A." [CIRCLE ONE NUMBER FOR 
EACH ITEM] 



Helping me get services 
easily and quickly 



Very Poor 
1 2 



Not : 

Very Good Applicable 
4 5 tl/A 



Helping me get benefits 
and services from other 
places 



I^/A 



circle One 
Number for 
Each Item 



Allowing me to define my 
wn service goals 



MIowing ine to have control 
over my services 



^^/A 



Helping me increase 
my independence 



ninpraving the coitmunity 
for all persons with 
disabilities 



iq/A 



Involving disabled people 
in running the IL Center 



role in the disabled 
cerranunity 



EKLC 
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iili RESSETS OF CEJTHi SERVICES 

Tbes^ last questions are about ehariges in your situation since 
contacting the center, and the effect the Center has had cm you. 



25. Where did you live before you had contact with the Cghter ahd 
where do you live now? [CHECK ONLY ONE IN EACH COLUMN] 



Where I 






Lived 






Before 






Contact 


Where 


with 


I Live 




Now 




i — I 

□ 


□ 


Institution or priinary care facility 






( e.g,^ hospital^ nursing home) 


□ 


□ 


In parents' (or guardian's) hone 


□ 


□ 


Supervised residence or group home 


□ 


□ 


Transitional or independent living 






training residence 




□ 


Gooperative or shared residence 


□ 


□ 


in iny own house or apartment 


u 


□ 


Other (WHERE? ANSWER BELCX7 IF YOU CHECK "Other") 






Before contact with Center, i lived 



I now live 



26. Does your current housing situation allow you to be mQ££ or 
j£SS independent than your previous situation? 

More Less 

Did the Center help you change your housing situation? 

Yes No 



ERIC 
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27 r Has your educational level changed since you first contested 
the center? 



No [GO TO QOESTiGN #29] 



if yes, did the Center help you continue your education? 
EZI Yes LH No 

28. Toll us about your level of education before contact with the 
Center and now. 

Before _ 
Contact 
with 

Center ^ 

a. Less than 9th grade 

□ □ b. SoLi\e high sehool 

Finished high school 

□ □ d. Some College 

e. Some graduate wotk 

□ □ f. Graduate degree (e.g., M.A., Ph.D.) 



29. Please tell us about your employment situation. Are you 
working npw,and were you working before contact with the 
Center? Indicate what your employment situation was before 
you were in contact with the Center, and your employm<^ht 
situation now. [CHECK ONLY ONE IN EACH COLUMN] 

Before 
Contact 



with 






□ 


□ 


a. 


□ 


□ 


b. 


□ 


□ 


c. 


□ 


□ 


d. 


□ 


□ 


e. 


□ 


□ 


f. 



er|c 
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Has_your einpioyrnent situation i::ii2Lns£d since you were in 
contact with the Center? 

NO [GO TO QUESTION #31] 
If yeSf is your employment situation better or worse? 

Better Worse 
bid the Center help you with your eirployment situation? 
C-1 Yes Q No 



Please eheclt X the income sources you were receiving when 
you first visited or talked to someone at the IL Center,, and 
X the income sources you have how. [CHEC3( Mi THAT APPLY] 



Job earnings from employr.^ent 
Support fran family (including spous 
SSI (gold check) 
SSDI (green check) 
Social Security 

AFDC (Aid to Families with Dependent 
r.iiidren) 

Personal Care/Attendant/Honemaker 
General Assistance (welfare) 
Worker's Canpehsation 
Veteran's Benefits 
Insurance Benefits 
Housing Subsi^ 
Pension 
fliimbny 

Other (SPECIFY) : 



Sources I 


Source si 


□ 






□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


Q 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 


□ 



□ 



igl3 
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32. Has_ybur monthly ihcbme changed since you first visited or 
contacted someone at the Center? 

□ Ves □ No [GO TO QUESTION #34] 
If yes^ is it higher or lower? 

□ Higher Lower 

bid the Center help you increase your income? 

NO [GO TO QUESnOI^ #34] 



33. What was your monthly income before cx>ntact with the Center 
and wtat is your monthly ihcdme how? 



Before 






Contact 






With 












□ 


□ 


tess than $ii 9/month 


□ 


□ 


$20u to $399/month 


□ 


□ 


$400 to $599/month 


□ 


□ 


$600 to $799/raonth 


□ 


□ 


$800 to $999/month 


□ 


□ 


$1,000 to $l,999/nionth 


□ 


□ 


Over $2r000/inonth 



Check All 
That Apply 



34. How do you get where you need to go? What is your transporta- 
tion situation? [CHECK ALL THAT APPLY] 

I usa public transportation 
C3 I drive myself 

□ T have a driver to drive my car or van 

□ I use special transportation services (e.g., van service) 

□ I take a taxi 

Cn I have a friend or family niember to take me places 



ERIC 



21^ 
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35. Has your trarisportation situation chafiged since contacting the 
Center? 

No [GO TO QUESTlGN #37] 
If yeSf is your transportation situation better or worse? 
□ Better Worse 
DiJ the Ganter help you with your transportation situation? 
LH Yes LZI No 



36, 



Check Ail 
Thai Apply 



Where were you able to go independently before contactingithe 
Center?, Where are you able to go independently now? [CHECK 
Alli IHAT APPLY] 





Where i 








Go Now 


Medical care 




□ 


Personal business 


□ 


□ 


£L Center 


□ 


□ 


Conmunit^ agencies 


□ 


□ 


Work/School 


□ 


□ 


Canmunity activities 


Q 


□ 


Other f.qPECIFY) : 


□ 


□ 



ERIC 



37. Please teii-- us about any PERSONAL or SOCIAL CHANGES in your 
life that you believe resulted from your contact with the 
Center • Check the Yes or No column below for each area to 
indicate whether the Center :i±^ or ifej-ribt affect your 
personal situation. [CBEQEC AtL THAT APPLY] 



Check A12_ 
That Apply 



Since I first contacted the Center, I 

Sea 

Feel more comfortable in public 
Participate more comfortably in 



□ Q 
O Q 

□ □ 

□ □ 
B Q 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 



situations 



Am^ able to cope with my disability and attitudes toward 
disabilits^ 

Feel better about sexuality and personal relationships 

Belong to more conmuhity groups 

Have more friends to share social activities 

Feel more self-confident 

Comaunicate more assertively and effectively 
Participate more in recreational sports activities 
Am more healthy and physically fit 

Other (WHAT CHANGES?) 



Am no different from before 



38. Please tell us about any MDS, BENEFITS, or SER\n:CES that 

MliMag^ you acquired through the assistance of the Center. 
Qieck the Yes or No column for ^^e^ indicate whether 

the Center did or did not help you acquire the item. 
[CHECK ALL THAT APPLY] 



Check All 
That Apply 



EKLC 



□ 


□ 


□ 


□ 


Q 


□ 


□ 


□ 


□ 


□ 


Q 


□ 


□ 


□ 




□ 


□ 


□ 


Q 





Attendant 
Reader 
interpreter 
Mobility aid 

COTnuhication or vision aid 

Adaptive equipment (environmental control unit, door 
c^ner, page turner, buzzer system, brailler) 

Equipment repair or maihtehahce service 

Legal or advocacy services 

Other (^ECTFYj : 



14 



39. 



Check All 
That Apply 



Please tell us about SKILIS you-feelieve yoti: adguired turcugh 
partici^tibh in Genter services that helped you income niore 
independent. Cfieclc the Yes or No coiumh for each item to 
indicate whether the Centej: did or did hot help you develop 
the particular skill to improve your ability to live more 
independently. [CHECK Mi IHfiT APPLY] 

5he Gehter has helped me learn to: 

2£S No 



Confront infringement of ny rights or unacceptable 



Establish and carry out daily/weekly self care routines 

Use_ and manage personal care attehdaht services 
(find, interview, hire, and employ) 



Effectively use equipnent ancl/or aids 

identify and coordinate community resourjes to 
increase independence 




Acquire necessary medical ah^or community services 



Acquire necessary household support services 



carry out basic household and shopping chores 





Acquire or use available transportation 




Develop a career plan or life goal plan 




None of these 



ERIC 



40, Please tell us about any t^^^^ or inforniation ^ofl 

iselifiie you gained as a result of fjarticipating in services. 
Check the Yes or No column for each item to indicate whether 
the Center Mfii pr dislilSfe help you to increase your knowledge 
arid understandinjg in an area associated with independent 
living options arid bppoctunities. 



ISie Center has helped me to learn about: 

Educational and training opportunities 
Ernplopeht options and opportunities 
Affirmative action and fair anployment practices 



□ □ 

□ □ 



□ □ 

□ Q 

□ □ 



Benefit programs and financial assistance opportunities 
and how to acquire them 

Housing options and/br heme accessibility 

Personal health and medical issues 



j — i Personal care assistance (attendants, housekeepers, 



□ □ 

□ □ 



etc/) and/or sources 

Equipnent options anchor aids and hew to aexjuire them 

/^aiiable social/recreational activities and how to 
participate in them 



□ I — j Transportation and/or vehicle options and how 

1- -4 use or acquire them 

EZl Q Ottier (WHAT KNaVLEiXa;?) 

□ □ None 



41. Is theie anything we haven't mentioned that you feel is 
important for us to know about the IL Center? 



Bii^ "XOd for helping us ill b independent Living services. 

Your help in this study is ah important part^of the national-effort to 
provide better programs for individuals with disabilities^ Please use 
the enclosed pre-stamped self-addressed envelope and return this survey 
IHHEDIMELy to: 

Independent Living Evaluation Project 
Berkeley Planning Associates 
5200 Adeline Street 
Berkeley, CA 94703 
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OHB Approval Ho* 1820-0531 
Expiration Date: 2/86 
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eOlOfUHITT AGEiCT SSKVET'' 



Name aiid Title: 



Organization jf^ame: 
Address: 



Phone : 



Thie folldving questions ask for information about your experience and rela- 
tionship with (Center): 

1. What type of agency or organization are you? [CHECK ONLY OK^J 



leck Only 
One 



□ 



□ 



Vocational Rehabilitation 
Agency 

Rehabilitation Facility 

Mental Retardation/ 
Mental Health Agency 

Special Education Agency/ 
Program 

Social Security Administration 

Welfare Agency 

Primary Care Facility 

(e.g., hospital, nursing home) 



Doctor or Other Medical Care 
Provider 

Housing Agency 

Employment Service Provider 

Transpbrtatibn Agency 

Religious Organization 

Business/Corporation 

Other (SPECIFY) 



eck All 
at Apply 



ERIC 



□ 



2. What is your relationship with the Center? [CHECK ALL THAT APPLY] 
We have no specific relationship [GO TO QUESTION 3] 
We receive client referrals from them 
We refer oar clients to them 

We work cooperatively to provide coordinated services to consumers 
We coordinate with them on coxmunity education or advocacy efforts 

they provide us with information or technical assistance 

I We provide them with information or technical assistance 



¥?_P?o?^4?z^hem with funding or other types of support to operate 
their program 

We purchase specific services from them 

Other (SPECIFY) - 



— C heck if you__ would prefer that the Center be allowed to see this 
quest ionnaire^ Otherwise, alL^esponses will be held in strictest confidence, 
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3, How would you characterize the quality of Center staff with whctn you have 
had contact? [CIRCLE ONE NUMBER FOR TACVL ITEM] 



Circle One 
Number for 
Each Item 



□ 



Effectiveness 

Responsiveness 

Cooperativeness 



1 
1 

i 



2 
2 
2 



3 
3 
3 



4 
4 
4 



More 
3 

5 

5 



i have not had enough contact to respond to this question. 



Check Only 
One 



4. What is your overall assessment of the quality of the services/activities 
_conducted by the Cent er? [CHECK ONLY OHEj 

□ poor Urair □ Satisfactory Very Good Outstanding 



Circle 

One 

Number 

for 

Each 

Item 



All 

That 

Apply 



5. FtOtt your experience, which of the following describe importart aspects 
of the Center? [RATE THE FGLLOftING BY CIRCLING THE APPROPRiATE RATING] 



^Nbt ah 
Emphas is 



Provision of services to a range of disability groupis 
Peer role models and peer relationships 
Equal access to society by consumers 
Self-help and self-advocacy fov consumers 

Equal access by cbhsuxaers to programs and physical facilities 

Meeting the specific independent living needs of the local 
community 

Consumers control their own service delivery 

Consumers define their own IL service objectives 

Individuals with disabilities in key staff roles 

Management of Center operations by person with disabilities 

Establishment of Center service priorities by persons 
with disabilities 



Policy diriectibn by persons with disabilities 
Other (SPECIFY) 



1 
1 
1 
1 
1 

i 

X 

1 
1 
i 

1 

1 
1 



2 
2 
2 
2 
2 

2 
2 
2 
2 
2 

2 
2 
2 



3 
3 
3 
3 
3 

3 
3 
3 
3 
3 

3 
3 
3 



4 

t. 

4 
4 
4 

4 
4 
4 
4 
4 

4 
4 
4 



Major 
Emphas is 

5 

5 
5 
5 
5 

5 
5 
5 
5 
5 

5 
5 
5 



6. Has contact with the Center caused tny changes within your organization? 
ICTECK ALL THAT APPLY] 



ERIC 



No changes 

Increased our efforts to create options for persons with disabilities 

Caused us to make our facility more accessible to persons with dis- 
abilities 

Changed staff attitudes toward persons with disabilities 
Changed bur service approaches to persons with disabilities 
Increased the job accommodations ve make for staff with disabilities 
Other (SPECIFY) ^ 

2M 



7. Below are listed a variety ©f cetnmuflity resource: areas: whe the Cishter 
may have heiped~to expaod-options for persons with disabilities. In your 
opinion, .how much impact has the Center had:ion:ithe availability undfov 
quality of options in these areas? [CIRCLE ONE NUKBER FOR EACH ITEHj 



Circle One 
Wumber for 
Each Item 



Eousing 

Iraiispbrtation 

Fersocal Care 
Services 

Education 

Employment 

Cbmmuni cat ibii 

Reduced Architec- 
tural and Social 
Barriers 

Disability Aware- 
ness and Social 
Acceptance 

Recreation 



No 
Impact 

i 
1 

1 
i 
1 

i 



iSbme 
Impact 

2 

2 

2 
2 
2 
2 



2 

2 



Substantial Kot a Goal Don't 
of Center Know 



Impact 
3 
3 

3 
3 
3 
3 



3 
3 



8 
8 

8 
8 
8 
8 

8 

8 
8 



9 
9 

9 
9 
9 
9 



9 
9 



Physical and Mental 
Health Care 

Consumer Involve- 
ment ; in Community 
Affairs 

Legal Services 

Other (SPECIFY) 



1 

i 



2 

2 



3 

3 



8 

S 



9 
9 



Check 
All 
That 
Apply 



8. What outcomes have you achieved with the Center? [CHECK ALL THAT APP^Y] 
Improved services for your clients 
Cooperative service agreements 
Elimination of service duplication 
Sharing o£ service responsibility and resources 
Services to more people 



□ 
□ 



Organized cooperative groups/coalitions to improve options for per- 
sons with disabilities 

No fut comes achieved 

Other (SPECIFY) - - 



ERIC 
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9. How would you asBess the Center's leadership rolis in the community? 
r^v^« THE FOLteWiNG BY eiRCLlNG THE APPROPRIATE RATING] 



Circle One 
Number for 
Each Item 



Effective advocate for persons with disabilities 

Influences improvement in services and/or 
cooperation across agencies 

Catalyst for actual changes in the community 

Other (SPECIFY) - 



Poor 
1 

1 
1 

1 



Not; 
Emphasized 
Out- by This 
standing Cent^ 

f 5 8 



2 
2 
2 
2 



3 
3 
3 
3 



4 


5 


8 


4 


5 


8 


4 


5 


8 


4 


5 


8 



□ 



I have not had enough contact to allow me 
to answer this question 



id. 



Are J:here serviceB for disabled individuals provided by the Center that 
are aot available from other agencies? 

No 

if yes, what are they? 



11« Are there any. other aspects of the Center or its impacts that you think 
would be helpful for us to know? 



THANK YOU for your participation in this^ 8tudy^_ PJ ea^se return this 
questionnaire in the enclosed prestamped envelope IHHBDIATELT to: 

Independent Living Evaluation Project 
Berkeley^ Planning Associates 
3200 Adeline Street 
Berkeley, GA 94703 
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SITE VISIT DISCUSSION TOPICS 
OVERVIEW AND^MANAGEMENT 

(For discussion with Executive Director and/br Board President) 

1. Clarification of mail survey responses to Questions #1 and #5 
(history) 

2. Distinguishing characteristics of Center* 

3. Clarification of inail survey responses to Questions v6 and #7 
(target population) r 

4» Other characteristics of target population* 

5. Clarification of mML survey responses to Questions #8, #9, and #10 
(philosophy and consumer participation), 

6. Other aspects of Center philosophy. 

7* Other evidence o£ consinner invol^?ement /control* 
8« Composition and role of Board* 

9* Clarif ica tion responses to Question #11 

(organizational and personnel management). 

10. Affirmative action procedures. 

11. Observation of Center operations and facilities. 
COMMUNITY ACTIVITIE S 

(For .discussion with Executive Director, Director of Community 
Development, related staff and/or representatives of other community 
agencies) 

12. Clarification of crail survey lesponees to Questions #13, #15^ and 
#16 (community activities and relationships). 

13. Description of community activities. 

14. Differences between Center activities and those of other agencies. 

15* Clarification of mail survey responses to Questions #19^ #20 and 
#21 (impacts)* 

16* Other areas of impact. 
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:G^SUffi :R SER VICES . : 

(For discussion with Director of Client Services, service providers 
and/or consumers) 

17. eiarif rcation of mail survey responses to Question #12 (consumers 
served), 

is. Efforts to reach specific disability groups. 

19. Eligibility requirements. 

20. Clarification of mail survey responses to Questions #14 and #17 
(services provided). 

21. Process for deciding consumer service, package, 

22i Clarification of mail survey Question #8 (service philosophy). 

23. D(2Scription of case management systems. 

24. Center definition of core services. 

25. Clarification of mail survey responses to Question #18 (impacts). 
26* Other types of consumer impacts, 

^ENT£R RECORDS _ 

(For di^cu^ssion with Executi^^^ Director, Director of Client Services^ 
and/or other staff knowledgeable about records) 

27. Clarification of mail survey resjionses to Questio-is #11,^ #12, #14, 
#18, and #19 (client^ service and outcome data and record systms). 

28. Description of client and service record system. 

29. Methods for recording information and referral. 
3d. Methods for recording community activities. 

31. Examples of Center service and r/aluatioh reports. 

32i Observation of overall recordkeeping and evaluation procedures, 

FISCAL 

(For di scjjs a ion wi^h Executive Director, Fiscal Manager^ Bookkeeper 
and/or Resource Developer) 

33. Clarification of mail survey responses to Questions #2, #3, #4 and 
#5 (funding). 
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34. Description of Center resource development goals and activities. 

35. eiar if icatioa of uail survey responses to Question #11 (fi-rcal 
procedures) . 

36. Responsibility tor fiscal systems. 

37. Observation of overall fiscal system performance. 
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APPENDIX C 
STUDY MEfHOPOLeGY 



INTRODHCTION 

Cbiigress called for the comprehensive evaluation of the Title VII 
Part B Centers for Independent Living Program to be conducted based on 
eval^jiation standards focused on measuring the outcomes and impacts of 
the centers. The purposes of the standards were both to be the bases 
of: 

(1) the national program evaluation, to be submitted to 
Congress in 1986, and 

(2) center self-evaluation. 

In addition, it was expected that the standards and their evaluation 
findings might be used for ongoing program evaluation, for selection 
criteria in future funding reviews, or for specification of center 
reports* 

During the first nine months of the project, the study team^ 
working closely with a national Advisory Panel, (1) developed proposed 
standards for evaluating the Independent Living Center program, (2) 
secured a range of review And comment, (3) obtained approval from the 
National Coivdcil ou the Handicapped (NCH) and the Rehabilitation Ser- 
vices Administration (RSA), (4) prepared the standards for publication, 
and (5) developed a detailed study design to guide the activities of the 
second phase of the project. These five activities involved the 
synthesis of previous standards development and independent living 
evaluation efforts. They also involved input of independent living 
centers, vocational rehabilitation (VR) agencies, and other rehabilita- 
tion researchers and knowledgeable individuals around the country. 

Standards were distributed to over 500 reviewers nationally, re- 
vised, reviewed with the Project Advisory Committee, revised again^ 
reviewed and revised by the Commissioner of RSA, submitted by RSA to tha 
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NatioQal Council dti the Handicapped, aad finally reviewed^ revised^ and 
approved by NCH as of January i985, 

Si^iultaneously with the extended reviev process for the standards, 
the study team developed three survey instruments and a study desi;^n to 
'Zollect evaluatioiu The data were to be used to determine center cciii- 
pliance with the standards and to provide informacion addressing the 
various questions raised by Congress to RSA. Questionnaire instraments 
and the study design were reviewed with the project Advisory Committ<^e, 
and the questionnaires were pretested in six sites and with nine dis- 
abled coc^utners. Based on the pretest* refinements were made and the 
design was submitted for OMB review. Site visiu and mail survey data 
were collected and analyzed as described below* 

DATA COLLECTION AFPFOACE 

To address the variety of study design issues outlined in the 
statidarcs^ a multi-faceted data collection approach was used. The study 
combined information from centers themselves^ from consumers of center 
services, and from community org£Lnizations. For each of these three 
target respondent groups^ information was collected by on-site or phone 
interviews and by mail survey. 

(1) On-site and Phone Interviews at 40 centers with admin- 
istratbrs, staffs consumers^ and community organiza--^ 
tions were undertaken to obtain in-depth information. 
Semi-structured interviews and primarily open-ended 
questions were used in these interviews. 

(2) Kari4 ^ur47eva were undertaken with 156 centers, 2,700 
consumers and 180 community organizations. 

Table C-l presents a matrix showing how information from each 
source was used to address the study questions. Where a "F" has been 
entered, that instrument /target was a primary source of information; 
where an '*X" has been entered, the source was secondary. The survey and 
site visit instruments used for collecting the data are included in 
Appendix 3. 
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The administration of the mail survey involved the foliowi^g pro- 
cedures : 



return of all questionnaires; 
1 make three complete rounds b£ phone calls to nbnre-^ 
8 pond ing centers ; 

• follow phcae calls with a letter from the National 
Council on the Handicapped asking centers to complete the 
survey if they bad not already done so; and 

# make follow-up calls to a sainple of nonresponding consu- 
mers ( one-third of the nonresponding consumers from two- 
thirds of the sample centers). 

SAMPLE SELECtlQN 
C e nt e r ^afilea^ 

Center MaiL Survey S atM^ 



The center mail survey included the universe of 156 centers in the 
Part B program. (The original listing used contained 164 entries. 
However, in several cases, programs listed were in fact satellite 
offices of a center and responses to the survey combined data across 
center sites.) Consequently for this survey there was no requirement 
for a statistical sampling process* As of the time ot this report^ 121 
centers had responded (78Z). 

in order to determine if any response bias existed, information was 
collected about 22 cohrespondihg centers. The 22-center nonrespbndent 
group was very similar to the respondent group in terms of independent 
agency status (59Z for both samples), consumers seen per month (mean of 
54 for nonrespondenta versus 43 for respondents), for the number of paid 
staff (9 versus 11)^ and total amount of Part B funding ($280,000 versus 
$323,000). the nonrespondent group was somewhat more likely to have 
Boards with a majority of disabled individuals than was the respondent 



mail quest ibtnaires to all centers, related community 



organizations, and consumers according to the sampling 
plan (described in the next section^ 



accompany the questionnaire with a letter stressing the 
importance of the survey and urging rapid completion and 
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sample (685E versus 55% of centers), although the difference was rela- 
tively small. This comparison suggests that the 121-cehter sample used 
in the analyses is rsprsseutative of the overall universe. 

A final piece of evidence in support of the representativeness of 
the 121-'cehter sample is that the 121 centers comprise almost the same 
percentages of both the overall number of centers and also of the 
overall Part B funding for the program nationally. That is, the Part B 
funding received in aggregate by the centers is about 81S of the total 
program Part B funding, and the center sampli^ comprises 78% of the total 
number of centers. 

jjfee Visit ^am^^ 

The selection of sites to be included in the AO-site sample was a 
two-step process. First, early in the study, six centers vere selected 
to pretest the data cbllectidh instruments. These centers were selected 
to represent a range ef different types in ord«^r to test the appro- 
priateness of the instruments across different sizes, organizational 
configurations, and centers with different types of target populations. 

The remaining centers were selected randomly frc!!* the universe of 
Title VII Part B cente^^s. The profile characteristics of the random 
sample vera comparca no information about the universe of centers col- 
lected through phone discussions with regional RSA staffs to ensure that 
a representative sample was chosen. Pretest sites that did not appear 
in the sample resulting from the random sampling process vere not 
included in the consumer and community mail survey data collection 
activities, in order to ensure that the consumer and community agency 
populations would also be truly randomly selected. 

The sample for the consumer mail survey was selected from the 
andomly chosen sample centers. In order to obtain a sufficient sample 
of individuals to make comparisons across centers and across subgroups 
(male versus female, disability type^ etc.)^ we surveyed 100% of the 
consumers served in the smallest centers. A minimum sample size of 80 
respondents per center was set, and for larger centers^ 40% of consumers 
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(tip to 150 respondents) were mailed quest ioanaires. Tliis resulted in a 
total sample of 2,7bb, 

in cases where centers kept unduplicated records of individual 
consumers served for a service year or other service period, ^ simple 
systematic random sampling procedure was folloved, selecting from thore 
served in the most recent month and those served during the month that 
was six months prior to the recent sample month. Beginning with a 
random number between one and four, centers selected every nth f ile^ 
where n equaled the number of consumer records divided by the size of 
sample desired. 

In other centv?rs, recoxds were kept separately for different ser- 
vice cdmpdnents (file for tranapbrtationi file for housings etc.). In 
these programs, proportional eatnples were selected from each of the 
separate record systems; within these sub^amples, the systematic random 
sampling procedure was followed, the resultir;^ sample was scanned for 
duplicates, and additional sampling Was conducted as necessary to 
replace them. 

When necessary, slight variations on the systematic sampling method 
were individually tailored for each site, based on the arrangement of 
consumer records. the sampling approach was verified during the site 
visit. Research staff provided technical ansi«tance to each assigned 
center by phone during sample selection. The research team worked with 
the sites both in selecting the consumet sample and in establishing 
follow-up procedures that respected center assurances of ccijftumer con- 
fidentiality. 

Most centers sent letters (using a standard format dev /.oped by the 
research team) to sample consumers iti advance;, notifying thetn that their 
name had been selected at random, that a survey from the research team 
would be forthcoming and that their conSf ^entiality would be protected. 
No identifying information was Iwviiuded (or asked for) on the survey 
except for an identification number xeyed to a list of addresses and 
phone numbers used for fbl low-up. Once follow-up procedures were com- 
plete, the lists were destroyed. For one center, follow-up calls were 
made by the state VR agency using the sampling methods and phbn<? 
protocol developed by the re^x^arch team, because the center was 
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unwilling to release identifying information to the contractors. 

Our preterit experience suggested that most consumers would be eager 
to participate in the survey. The major potential cause of nonr espouse 
was likely to be barriers presented by individuals' disabling condi^ 
tidns. The pretests confirmed that the survey worked equally well over 
the phone or in person (as by mail), should individuals require assis- 
tance. Several procedures were adopted to assist completion of the 
questionnaire by the severely impaired. Extra large check boxes wete 
used on the form, to make the questionnaire more easily used by indi- 
viduals with motor impairments. For those unable to see or physically 
coinplete the forsi) encouragement was given to the consumer to have a 
family member or friend fill out the form, but only in direct consulta- 
tion on each data item with the consumer. A place was provided on the 
questionnaire to indicate if assistance was used. 

Follow-up procedures were conducted to maximize response rates. In 
brief, these procedures were as follows: 

• contact one-third of the nonrespondents by phone three 
weeks after initial distribution of the sur\eys; 

• mail a second survey instrument to all those requesting 
than; 

• two veeks later, implement a telephone reminder to con- 
tinued nonrespondents, and, if necessary, conduct the 
interview over the phone or TDD. 



Of the 2,700 questionnaires distributed to consumers^ this analysis 
is based on 990 respondents, a response rate of 37t. An additional 40 
responses were received too late to include in the analysis. 

A check on the representativeness of the consumer survey respondent 
sample was made by following op on nonrespondents to see if there was 
any apparent response bias. Attempts were made by phone to contact one- 
third of all the nonrespondents at two-thirds of the centers used to 
draw the consumer mail survey. The total nonrespondent sample ulti- 
mately included 333 consumers* After three contact efforts, all but 88 
of these nonrespondents had been interviewed, a successful contact rata 
of 76%. Of those contacted, 81Z stated that they were fully willing to 
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participate, and gave explanations for cot yet responding, f^ach as 
misplaced questionnaires, '^it*8 in the mail^" etc. (Those who had 
misplaced the quest ionnaires were sent a second copy, and potentially 
may be among the larger consumer sample to be analyzed in the Final 
Report.) Only 19Z of the nonrespondents actually indicated their choice 
was not to p&rticipate. 

Among these individuals choosing not to participate, the predomi- 
nant reason given for this choice was that they had limited contact and 
knowledge of the center. Among the respondents, 20-30Z of consumers were 
reporting no gains in skills or knowledge, or receipt of aids; 242 
reported no sftuational improvement, thus, the percentage of ncn- 
respondents (19Z) indicating possible limited or nonsucces sf ul inter- 
actions with the centers is, at worst, the saine and may even be less 
than the comparable percentage within the respondent sample. Also, 
analysis of the nbnrespondent s indicated no statistically significant 
differences in types of disabilities represented in the sample. 

Community Agency Sample 

Ten agencies were nominated by each of the sample centers for 
inclusion in the survey sample, based on intensity of contact with the 
center and its consumers. Where the center was not the Part B grantee, 
the grantee was included among these agencies. The study team selected 
five of the ten nominees from each center to represent a range of 
different types of agencies, and those agencies with which the center 
had the greatest intensity of contact* A total of 180 agencies were 
included in the survey. This report is based on 100 respondents, for a 
response rate of 56Z. 

ANALYSIS 

This project provided the opportunity to obtain information of both 
a quantitative and a qualitative nature. Quantitative analysis has been 
conducted on most of the information obtaiu'^^d through the mail surveys 
to centers, consumers and community organizations. The data on those 
forms were cleaned and coded as forms were returned, and a combined data 
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set vais developed for cdixiputer-asslsted analysis using the Statistical 
Package for the Social Services (SPSS). Cleaning, coding and data entry 
were verified for accuracy, and decisions or judgment calls were made by 
the Project Director to ensure consistency across all the surveys. 

Not all information generated through this study was amenable to 
quantitative analysis. The in-pers6n interviews provided rich contextual 
and interpretive data such as: information on the history and evolutibh 
of specific centers and programs, as described by center personnel and 
those involved with the center; perceptions of those respondents as to 
the effectiveness and efficiency of existing procedures, staffing 
arrangements, and interorganizat ional relationships; and personal 
historiesi perc?:^tionfl and attitudes of center consumers While less 
standardized (and therefore less amenable to tight comparisons or sta- 
tistical analyses), information of this type was useful in interpreting 
the statistical analyses, and also for highlighting the subtler nuances 
of the specific environmental factors (e.g., barriers, unique features 
of the center, staff and community) which come together to facilitate or 
inhibit successful operations and impact on the community and disabled 
persons. 

There have been two broad purposes of the research and analysis 
activities to be conducted in this project. The Congressional questions 
of Section 171(c)(3) focus to a great extent on the first of these, 
description . Research for this purpose has been aimed at providing 
information about vh^t is happening in the program: what kinds of 
consumers are served with what outcomes? What types of organizations 
have evolved, providing what services? What impacts on consumers and 
communities have resulted? 

While description is an important objective of this study, an 
equally important objective is thct of explanation ; that is, the 
elucidation of "why" conditions are the way they are, documented through 
descriptive analysis. In particular, policymakers and those working in 
the centers would like to understand how different inputs (funds , 
resources, etc.) and processes (services and activities) lead to better 
or worse outcomes and impacts. This report provides some of this 
analysis, but is necessarily limited to exploratory analysis because of 
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the short time frame for completing the report due to Congressional 
deadlines, the data base compiledi hoveveri is the richest by far to 
date in the independent living research and program field. It is hoped 
that it will be exploited i; ^.rough subsequent research to provide 
insights on the most effective sei /ice and organizational strategies for 
achieving different goals with consumers of differing characteristics. 
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APPENDIX D 



&ES€RIPTIOtr OF PERFOR MANCE ON 
INDEPENDENT LIVING CBTTER EVALUATION STANDAPPS 



STANDARD 1: — PHII.OSOPHY 
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The canter shall promote and practice the following Indepen- 
dent Living Phiiosop^: 

!•! Consumer control o£ policy direction and management of 
the independent living center 

1.2 Consuxuer control p£ the development of own Independent 
Living service objectives and services 

1.3 Self-help and self -^-advocacy 

1.4 Equal access to society by individuals with disabili- 
ties 

1.5 Equal access to programs and physical facilities 

1.6 Develdprnent of peer relationships and peer role models 

1.7 Meeting the specif ic independent living needs of whe 
local community 

1.8 A range of services to all people with disabilities 

A. ^acrifit^ ioti a^^i^4irpo^^ of-St^and 

the overall purpose of the pbilosopby standard is to ensure that 
the intent and key elements of the independent living philosophy are 
incorporated in the structure, operations, and service approaches of an 
independent living center, this standard is significant because the 
independent living program emerged from a strong philosophical orienta- 
tion that distinguishes it from other programs, an orientation that 
underscores the fact that persons with severe disabilities can nanage 
their own lives and be active contributing members of society. luherent 
in the consumer control and self-help elements of this standard is the 
belief that consumers can act on their own behalf in achieving their 
independent living goals, the concept of peer role modeling and peer 
relationships emphasizes that persons with disabilities who have 
struggled for independence can best help others trying to cope with that 
struggle. The peer concept also is frequently linked to the core ser- 
vice of peer counseling and is directly affected by independent living 
center hiring of staff with disabilities to act as role models. 
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Independent living centers generally stress their philosophical 
concurrence with all the elements listed in this standard. Commuhxty 
agencies, as veil, gave high ratings to the centers in terms of their 
adherence to this standard, though the ratings were in most cases not as 
high as the self-reported from the centers. Consumer control over 
policy, at least as measured by consumer participation in center boards 
of directors and administration, appears to be quite strong: the 
average rate of participation by person with disabilities on center 
boards is 49%, and 51% of center directors are disabled. However, site 
visit reports indicate that centers varied greatly in their degree of 
consumer control. 

independent living centers have placed a major emphasis on consumer 
oriented service concepts associated with consumer control of service 
objectives and serviceSi self-help and advocacy^ and peer role modeling 
and peer relationships. A majority of conisumers also indicated that 
their experiences with centers reflected these principles, with over 50% 
of the individuals surveyed reporting they had set their own goals ot 
chosen their own services. A large number of consumers have worked with 
disabled staff at centers. Urban centers with larger budgets and 
disabled directors were more likely to have consumers who claimed they 
controlled their objectives and serviceis. In addition^ consumers from 
f ree-*8tanding centers with boards that have a majority disabled 
membership were more likely to report working with disabled staff in a 
peer relationship. 

All of the centers claim they devote at least some time to ensuring 
their communities are accessible to people with disabilities. Equal 
access to the centers' own facilities and programs generally has been 
assured, according to the consumers surveyed. Over 70% reported their 
center services were accessible as measured by at least one indicator. 
Finally, independent living centers generally are providing services to 
a range of disability groups. No one disability group is under- 
represented among center consumers when compared to the incidence of 
disability in a national sample* 
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C. Find itij^ 

Results of tbe center survey clearly indicate that Standard 1 and 
its coraponents are highly valued. Independent living centers were asked 
to rate each pLi] osophical component on a £ive*-point scale (vith "i" low 
and "5" high), the overall mean score for all components was 4.4^ and 
averages for each element ranged from 3.7 to 4.7, as shown in Table 
b-l-A« 

When center administrators were asked during site visits to des- 
cribe their organizational philosophies^ various versions of the stan- 
dard components were recited. Although descriptions were similar^ there 
was wide variation in the way philosophies were incorporated in day-to- 
day operations. It should be noted that this is commonly found when new 
philosophies are put into practice. Aj a field developsi consensus 
about accepted pr&ctices emerges over time. 

Community agencies also rated centers highly on all aspects of 
independent living philosophy. The average rating on the five-point 
scale was 4.3^ and responses ranged from 3.8 to 4.2. 

1 . To What Extent do Centers Emphasize the Concept of Consumer 

Co£t^f[^^^0£e#^^£|^^ 

Indepen d@^nt Living Cetit ers ? 
Consumer management had the lowest mean rating (3.7) by the centers 
as an area of emphasis and the greatest variability across center survey 
data. The average community agency assessment was slightly higher than 
centers^ own ratings. However, responses show that the average percent 
of persons with disabilities on center boards of directors is 49Z, 
although there was wide variation: 20Z of the centers reported having no 
boatd members and another 15Z had no board of directors (separate from 
their umbrella agency, thus, 35% of the centers had no persons with 
disabilities in policy-making roles. On the other hand, 3% had boards 
with lOOZ disabled members. 

Several issues emerged during the site visits regarding board 
composition. First, centers report difficulty finding consumers to 
occupy certain important board positions. Centers want consuner input 
and advocacy on boards, but they also require members who possess 
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Table fi-i-A 
Average Center and ConnnuniEy Agency Ratings* 
of Sfcatidard 1 Components of Independent Liv^iag PMlosai^hy 



Philo^opbv^ompdKeQt 


Average, 
— Centner R£ ting 


Average 
Community 
ARency Rating 


Persons with disabilities cdhtrbl 
the policy direction and management 
of the center 


4.0 


3.9 


Persons with disabilities establish 
Center service priorities 


4.2 


3.8 


Persons with disabilities manage 
Center operations 


3.7 


3.7 


Persons with disabilities serve in 
important staff roles 


4.3 


4.0 


Consumers control the development 
of their o%m IL service objectives 
and services 


4.3 


3.7 


Center encourages consumer self- 
help and self-advocacy 


4.7 


4.4 


Equal consumer access to Center 
programs and physical facilities 


4.7 


4.1 


Center encourages peer role 
models and peer relationships 


4.6 


4.1 


Center works to guarantee equal 
access to society by individuals 
with disabilities 


4.7 


4.2 


Center provides a range of services 
to all peopole with disabilities 


4.1 


3.9 


Center works to meet the specific 
IL needs of the local community 


4.5 


4.1 



*Based on a rating scale of 1 (not an emphasis) to 5 (strong emphasis). 
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influence in the cbmrnunity and access to funding and other resources* 
Because most consumers are less likely to meet the latter requirements^ 
centers often turn to nondisabled persons* Many independent living 
centers feel that a varied board including individuals with different 
combinat ions of skills, experience and influence offers the best 



Survey findings indicate that 52% of the centers employ a disabled 
director. Centers also report some difficulty in finding and attracting 
highly qualified persons with disabilities for directorships, sometimes 
resulting in a decision to hire an individual with good qualifications 
who is nondisabled. Other centers reported that the independent living 
philosophy requires that an individual have experience with disability 
(at least with a family member, if not directly) in order to be highly 
qualified for many of the staff positions needed to effectively run the 
center. Some proponents feel strongly that personal experience with 
disability is a necessary prerequisite to being a center director. As 
emphasized by the center site visit findings, centers often must grapple 
with the decision of providing training for persons with disabilities 
who may not initially possess all of the necessary qualifications for 
the position versus hiring a veil-qualified but nondisabled person. 

Although a range of practices stemming from this standard exists in 
the centers, the site visits provided an opportunity to make general 
observations about these variations. One important observation is that 

implementation of independent living philosophy. Board members and 
administrators must practice the independent living philosophy in their 
management and decision*-making in order to be effective. their 
leadership position is essential to ensuring that independent living 
philosophy carries over to staff and consumers. 

2. To What Extent Do Centers Emphasize Consumer-Oriented Service 
Dfrl^ ivery ? 

The study examined center-reported emphases on consumer control 
over service objectives and services, self-help and self-advocacy, and 
peer role models and peer relationships. Respondents to the consumer 
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survey also reported on the estetit to which experiences with centers 
reflected these concepts, and community agency representatives rated 
independent living centers on these Iseuee. 

Centers claimed a major emphasis on the philosophical concepts 
associated with consumer-oriented service organization and delivery^ 
The mean rating that centers gave to these concepts exceeded 4.5 in each 
case. Some deviation occurred in the spread of ratings related to 
consumer control of service objectives and services, indicating some 
variation in center emphases. 

The findings indicate that a majority of the consumer survey res-- 
pon dents felt that they were responsible for setting their own 
independent living goals (512) and were most responsible for choosing 
their independent living services (55Z). There was also evidence that 
consumers had experienced peer relationships with 21Z of the sample 
indicating that they had worked with a person with c similar disability 
and 44Z reporting they had worked with a person with a different dis- 
ability. 

Consumer respondents also gave high ratings to centers regarding 
their adherence to independent living service philosophy concepts. As 
shown in Table D-l-B, mean ratings of service philosophy variables were 
high in terms of consumer control of goals and services as well ac for 
other concepts associated with an independent living center's commitment 
to responsive consumers-oriented services. 

Community representatives gave high ratings to independent living 
centers for their emphasis on self-help and self-advocacy (4.2) and 
provision of peer roles models and peer relationships (4.1). However, 
their responses indicated less of a belief that the consumers of 
independent living centers define their own objectives and control their 
own services (3.8). 

The study examined the extent to which an emphasis on consumer 
oriented service concepts might be influenced by such factors as size 
(level of funding as well as total number of consumers served); type of 
independent living center (independent versus part of a larger agency); 
percentage of staff with disabilities; majority versus non-majority 
consumer board; type of service locale (urban, rural, etc.); and extent 
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Table D-1-3 
Consuiaer ABsessmect of Center EaphasiB on 
Independent Living Ptitlosophv and Service * 



Philbsbphv Component 


Mean 


Standard 
Deviation 


Helping me get services easily and quickly 


4.1 


1.21 


Helping me get benefits and sevices from 
other places 


4.0 


1.31 


Al loving me to define my own service goals 


4.3 


1.11 


Allowing me to have control over my services 


4.3 


liG7 


Helping me increase my independence 


4.4 


1.11 


Improving the community for all persocs 
with disabilities 


4.2 


1.15 


Involving disabled people in running the 
IL Center 


4.3 


1.13 


Establishing a leadership role in the 
disabled community 


4.1 


1.27 



^Based on a rating scale of 1 (not an emphasis) to 5 (strong emphasis). 
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to which center was supported by Part B funds fpercent of total 
funding). The findings revealed no significant lifferencei in how 
centers claimed to emphasize the consumer oriented service concepts 
associated with independent living. 

However, consumers from those centers in an urban setting and with 
Part B funding as a lower percentage of their overall budgets were 
significantly more likely to report th^t they had the largest role in 
setting their own goals and choosing their own services. In addition, 
the presence of a disabled director appears to be related to higher 
levels of consumer service choices, and a larger center budget 
correlated with more frequent consumer goal setting (these latter two 
findings are significant at the .2 level only). 

the study also found that urban centers with boards that have a 
majority disabled membership and with higher levels of funding are more 
likely to have consumers reporting they worked with disabled staff 
members* Consumers from free*-standing independent living centers more 
frequently indicated they worked with disabled staff (at a significance 
level of .2), compared to consumers from programs within umbrella 
agencies. 

Site visits also revealed differences in the interpretation and 
implementation of consumer'-oriented concepts such as self*-help and peer 
role modeling. For example, field research highlighted a dilemma tied 
to the maturation of the independent living service model. As indepen-* 
dent living services become better defined, structured^ and organir.ed in 
ways that contribute to a more focused and effective approach, it is 
possible that the concepts of coxisutzier control and self-help will 
suffer; i.e., that services will be driven mere by the structure and 
less by the consumer. Also, there is an issue that is emerging in urban 
centers where^ as they become more effective in attracting consumers, 
they experience backlogs — consumers on waiting lists. This creates 
pressure to move consumers more quickly through services to allow other 
consumers to be served. It becomes more difficult to let the consumer's 
interest, pace, and way of working dominate the service process. 

Some consumers also are able to understand their options and sort 
through different options and decisions nore easily than others. 
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Because there are significant differences in capabilities among 
consumers, consumer control is related to the degree of independence and 
sophistication of the individual consumer^; 

Site visit reports indicate that peer role modeling and peer rela- 
tionships are linked to staffing considerations in centers as veil as 
L 7 peer counseling is defined. Peer role modeling can be formalized in 
the staffing structure, with staff acting as role models, or it can 
occur through peers (consumers) working with other peers, those centers 
that felt the most strongly about peer role inddeling as a staffing 
requirement were those that were most insistent about independent living 
centers hiring person^; with disabilities in key administration positions 
as well as in direct service positions. 

A general observation about the peer idle modeling and peer rela- 
tionships concept is that the overall service drsign of a center is so 
closely tied to other aspects of independent living operations that it 
is difficult to examine this concept separately. It is surely related 
to the ability to recruit, hire, and maintain qualified competent staff 
who understand the espoused independent living tenets, this has been 
difficult in many centers visited where high staff turnover or hiring 
policies did not result in v.::?; maintenance of such staff. 

3. t o What Extent Bo Centers Address Equal Access Issues and 
Meet th e-lTi^peadent Living Ne^ds of the Local Community ? 

The study examined the range of independent living center activi- 
ties to promote equal access to society for all persons vith disabili- 
ties^ and how effectively centers provided equal access to their own 
programs and physical facilities. In addition, the study attempted to 
determine if centers meet the specific independent living needs of their 
particular local communities. 

All centers reported that they direct some percentage of their time 
to community equal access activities, ranging from one center that 
devoted IX of its resources to one that allocated 66% to facilitating 
more options for persons with disabilities in the community. The 
average percentage of time devoted to these activities was 25%. 
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Responsibility for organizing cbtamtinity development activities 
varies. Alternatives include setting up separate cominunity development 
departments which work with other service staff to bring about needed 
community changes; assigning overall responsibility to an adxninistratdr 
or director who works with appropriate staff and consumer representa- 
tives; assigning coxnmunicy development responsibilities to the staff 
^erson responsible for a specific service area, e.g., housing, transpor- 
tation, or attendant care; retaining major responsibility within the 
Board of Directors; and relinquishing responsibility to consumer groups. 
In a few centers, partial acceptance of the independent living 
philosophy or restrictions imposed by umbrella agencies with different 
philosophies and strategies limited the extent to which community access 
was addressed. Center community activities are examined in more detail 
in Standards 4 and 7. 

A higher number of ''«>nters claimed they provide equal access to 
their own programs aad facilities than claimed adherence to any other 
element under Stani^rd 1. The mean response was 4.7, with only seven 
centers indicating l^-^ss than "strongly agree" on the survey. in 
^dditibn^ 70Z of the consumers surveyed reported that their center was 
accessible in at least one of four ways: near public transportation that 
the consumer was able to use; in a building easy to enter and leave; 
easily reached by phone; or through transportation provided by the 
center. Only 182 claimed their center was not easy to visiL. 

However, some barriers to accessibility of center programs st ill 
exist. Only 24Z of the consumers surveyed stated that their center was 
close to public transportatibn they could use. Site observation sup- 
ports the assessment that public tranbpbrtat ion remains a difficult 
issue for many centers, where the agency may not be able to change its 
accessibility by public transportation without a significant transforma- 
tibti in the local system at large. 

The wide variety of disabilities served by independent living 
centers, the wide range of center services, and the large decree of 
variation between centers indicate that centers have established a 
service environment designed to meet local community needs. Centers 
claimed they emphasized meeting local needs at an average 4.5 level on a 
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five point scale and community agencies gave an average rating of 4.1 to 
centers for their efforts^ In addition, 94Z of tbe community agencies 
surveyed reported that centers are providing unique services not avail^ 
able from other agencies in their community. 

4. to What Extent Do Centerg Provide a Range of Services to Ail 
People with Disabilities? 

As indicated in Table D-l-A| providing a range of services to all 
people with disabilities is rated as a strong emphasis by most centers, 
an average 4^1 of a possible 5 points. However, of the 119 centers that 
respondedi 11 centers indicated disagreeTnent with this aspect of center 
philosophy, indicating that provision of a range of services to all 
people with disabilities was not a strong emphasis in those centers. 
Center-reported concurrence with the goal of serving all iisabilities 
was highly correlated with provision of services to different disability 
groups* Those centers recording a "4" or "5" on the survey were sig- 
nificantly more likely to have consumers from all six disability groups. 

In examining Standard 1 achievement, we looked at the number of 
centers who serve people frdxxi each major disability group. As one 
might expect, the disability groups that are more traditionally linked 
to independent living services (e.g.^ people with visual, hearing, and 
orthopedic impairments) are served by the highest percentage of centers. 
Even so, centers are expanding their target populations. About two- 
thirds (66%) of the centers serve people who are mentally ill and 
approximately the same percentage (63Z) serve mentally retarded 
consumers. One interesting finding is that the highest percentage of 
centers (88Z) serve people with visual disabilities, although this 
disability group represents only 15% of the consumers whose disability 
is known. 

In looking at the percentages of consumers served, we were 
interested in assessing if certain disability groups were under- 
represented in comparison to their national incidence. Although tid data 
source matched exactly the typ information we have collected, some 

comparisons can be made by rev. ag data from the 1976 Survey of Income 
and Education (SIE), which provides information on limitations of 
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activity by type of limiting health condition (see Table D-l-C). The 
SIE respondents are five years of age and older, and each respondent 
reported on the average 1.4 limiting health conditions. We reported bur 
comparison sample in two vays — using the percentages of people who 
report the condition as primary and the combined percentage of consumers 
who reported a disability as either primary or secondary (containing 
duplicated counts of disability categories). On the average, consumers 
surveyed reported 1.5 disabling conditions, a figure similar to the 
number of health conditions reported per person in the SIE« A compari- 
son of the two groups revealed that no disability group was underrepre- 
isented in the consumer sample in compiarison to the national sample. 

b. MiUUi$¥ion aa 4 Cdnclu s^ ioas 

Standard 1 provides the foundation for all of the ensuing stan- 
dards. It highlights the necessity of a unique center structure that 
includes a range of assistive services, consumer control iti defining and 
implementing these services, and an awareness of and active participa- 
tion in defining local needs and developing community services^ 

From the accumulated responses from center^ community agency, and 
consumer surveys, it appears that the study has captured the set of 
philosophical beliefs that the standard needs to encompass, there is an 
agreement among respondents that the independent living philosophy is 
important, and that these components establish a framework for the 
development of goals which will enhance the quality and extent 6': 
independent living for consumers with disabilities. 

While center commitment to these concepts was high, there were also 
indications from consumers and community agencies that at times the 
translation from philosophical principle to practice has not been com- 
plete. The variety of ways in which centers have defined these concepts 
has created organizational dif ference?^» \articularly as centers become 
more established and strive to serve a greater number cf consumers, 
causing changes in agency structure and or act ice. 
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Table b-l-C 
Cofflpartson of Consimer Respondents with 
National Prevalence of Disability Types 













Consumer Respondents 




National 


Condition 


Condition 




Prevalea^^ 


Pr^imaiy 


^r€S€nt 








Disability Type 


X 


% 


% 


Visual Impairment 


7.0Z 


5.9Z 


22. 9Z 


Hearing Impairment 


7.2 


3.9 


12.2 


Orthopedic Impairment 


47.7 


54.3 


72.7 


Mental Illness 




2.7 


6.2 


Hental Retardation 


3.D 


3.0 


5.5 


Other 


72.0 


io.o 


28.9 


Multiple 




19.7 





^Based on the Survey of Income and Education, Bureau of the Census, 
1976. 
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StANBARb 2; TARGET POPULATION 



The Center shall have a clearly defined target population 
that includes a range of diisabilities* 

A. Description and Purpose of Standards 

This standard is best understood in the context of other standards^ 
For example. Standard 1.8 states that centers should provide a range of 
services to "all people with disabilities." Standard 5 requires certain 
core services (advocacy^ independent 1 iving skills trainings peer 
counseling) be provided to individuals within the center's target popu- 
lation, and Standard 6 requires that centers provide information and 
referral services to all enquirers, even those outside of the center's 
target population. In combination, these standards work together to 
ensure that centers target a range of disability groups and provide a 
minimum of information and referral to all disabled individuals regard* 
less of type of disability^ while still offering centers some 
flexibility in determining specifically what groups to target. This 
flexibility is consist ent with Standard 1.7 which requires centers to 
respond to the needs of their local community in which some groups may 
be more in need of independent living services than others depending on 
availability of other types of services. 

It is also the intent of this standard that centers organize their 
services around clearly defined target populations. Historically, many 
centers have maintained unique definitions of who is eligible for their 
services. In some cases the target population may legitimately be "all 
people with disabil it ies" and a center may choose not to be more 
restrictve than that. However^ even these brdad-reachihg centers can 
benefit from a periodic reexamination of their intended target groups 
and identification of priority targets as local needs shift over time. 

B. Sfitmn ary ^f- Achievem entr 

independent iii^ing centers are serving people with a wide range of 
disabilities, many of whom are severely disabled. Although, as might be 
expected, those individuals with orthopedic impairments predominate 
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among the consumer population, centers are serving many with other kinds 
of primary disabilities. According to one indicator — receipt of SSi 
or SSDI — over half (57Z) of the consumers surveyed among 36 sample 
centers are severely disabled, while another indicator shows that two- 
thirds (75Z) of the consumers can be considered severely disabled. 

The individuals in the study's consumer sample are largely white 
and of low economic status. More than two-thirds (702) are currently or 
have been vocational rehabilitation clients, and half (53Z) do not live 
in their own homes. There are some statistically significant dif- 
ferences between those consumers who seek center assistance primarily to 
increase their independence and those who are trying to maintain current 
levels of independence* "Gain" clients tend to be younger and more 
frequently receive certain kinds of services at the center itself. 
Maintenance clients generally became disabled after the age of 22. 
About 13% of centers' consumers resided in institutions at the time of 
their first contact with the center^ indicating that at least some 
centers are targeting an institutionalized population for services. 

A large majority (59%) of independent living centers are setting 
specific objectives for types and numbers of disabilities to be served. 
Nearly half (49Z) are serving a broad range of disabilities^ and nearly 
all (88Z) target more than one disability group. Free-standing centers 
are significantly more likely to serve a wider range of disabilities. 
Single-disability centers tend to concentrate on individuals with visual 
impairments. Site visits revealed that centers employ a variety of pro- 
cesses and sets of criteria to determine consumer eligibility for ser- 
vices, and that these decisions sometimes are influenced by the center's 
funding agency or an umbrella agency. One 'ssue that many centers are 
confronting is whether to serve all those who request assistance or to 
target particular groups of people that may not be able to initiate 
contact with an independent living center on their own. 

C. Description of the Target Population 

The primary source of descriptive information about consumers is 
the consumer survey administered to clients from 36 sample centers. All 
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of the information reported here is from this source axcept for much of 
the disabiiity data^ which is from the center mail survey. 

i. Type^and^ Sev e r ^rt^ of D iwbtt4try^ 

Of the total number of consumers served across the i2i responding 
centers (N*l 11,566) centers reported information about disabilities for 
apprdximacely 62^100 people^ or 56Z of their consumers. Of these, some 
13,800 were identified ai not disabled (e.g., friends, parents, 
spouses), the 48,306 consumers for whom disability irformation is known 
represent a large majority of the consumers who received direct services 
from the centers. For 49,700 consumers (44Z) disability information is 
unknown; these consumers are primarily those who have received Informa- 
tion and Referral services from the center and for whom case files were 
not opened. 

As Table b*2*A illustrates, the most commonly targeted population 
across centers is consumers with orthopedic disabilities. Approximately 
48Z of consumers for whom disability information is available experi- 
enced mobility impairments such as spinal cord injuries, amoutation or 
absence of limbs, polio, multiple sclerosis, arthritis, and cerebral 
palsy. This relatively high percentage is hot surprising^ given the 
centers' historical emphasis on serving people with mobility impair- 
ments. What is perhaps more surprising is that so many of the consumers 
served by the centers do not have orthopedic impairmente as their pri- 
mary disability. The second most frequently targeted population is 
individuals with hearing impairments, 91Z of whom were reported as deaf. 
**bther disabilities," represents a range of disabilities such as dia- 
betes, epilepsy, stroke, and head injuries. The mentally ill and the 
mentally retarded are the least targeted populations, although 63Z and 
64Z of centers, respectively, serve some individuals with these dis- 
abilities (see Table D-2-B). 

A majority of consumers became disabled prior to adulthood — 
before the age of 22. As Table b-2-A demonstrates, 29% of those served 
have been disabled since birth and an equal percentage became disabled 
as children, adolescents, or young adults. 
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Table p-2-A 
Type and Severity of Disability 



: i Diiabilitv CaceEory 


i 


Disability 
KnovD 

Z N*48.063 


Total Client! Served 
AinciuQing ion/ 
Z K-111.560 


Viaual 


5,676 


11. 8Z 


5.1Z 


Hearing . 


8,146 


16.9 


9.6 


Orthopedic 


23,964 


47.8 


20.6 


Mental Illneia 


2,300 


4.8 


2.1 


Mental Retardation 


1.565 


3.3 


1.4 


Other 


'/,412 


15.4 


6.6 


Diiabillty UiaknovQ 


49,700 




44.6 


Not Diiabled 


13,797 




12.4- 


Total 


111,560 


100, OZ 


lOG.OZ 



Ajte a^ On se t~ of D i a a btl i c^^ 








^ 


At Birth 


266 


29.1 


Under 22 


r68 


29.3 


22 or Over 


380 


41.6 


Total 


914 


Ido.dz 



Typei of Mobility Aidi 


Use Aid. N-951 




^ 


Electric Wheelchair 


252 


26. 5X 


Manual Wheelchair 


451 


47.4 


Walker 


135 


14.2 


Crutches or Walking Cane 


192 


20.2 


Seeing Eye Dog 


4 


.4 


White Cane 


45 


4.7 


Other Mobility Aid 


76 


8.0 


No Aid Used 


231 


24.3 



Types of Cbnsuiser Assistance 


Receive Assi 


stance. N-939 


# 


t 


Attendant 


359 


38. 2Z 


Reader 


?1 




Intcrpretor 


52 


5.5 


Hbiiiekeeper 


299 


31.8 


Other Personal Helper 


256 


27.3 


None Used 


274 


29.2 
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Table D-2-B 

N^mbcf^f^^at^r^ Serving if i€ Disability Groups 



Disability Group 


Centers Serving This Disability Category 
(N « 112) 


# 


2 


Visual Disabilities 


98 


87. 5Z 


Hearing Disabilities 


92 


82.1 


Orthopedic Disabilities 


96 


85.7 


Mental Illness 


74 


66.1 


Mental Retardation 


73 


65.2 


Other Disabilities 


89 


79.5 
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The use of mobility aids by consuiaers is also shewn in Table b-2-A, 
Because some consumers use more than one aid, the total frequencies 
exceed lOOZ. A striking finding is that 76Z of consumers report the use 
of some type of mobility aid* Unduplicatt, j counts were obtained through 
analysis for the two most frequently used mobility aids, electric wheel- 
chair and manual wheelchair. One hundred clients use only an electric 
wheelchair and 299 clients use only a manual wheelchair. The undupll-- 
cated total of those using an electric or manual wheelchair is 351 or 
58Z of consumers. 

We were also interested in the extent to which consumers required 
assistance to carry out daily living tasksi As Table D-2-A shows, over 
70Z regularly use some form of assistance. Use of an attendant the 
most frequently cited form of assistance and one that implies a substan- 
tial limitation in ability to carry out dcily tasks. 

Several indicators were used to estimate the number of severely 
disabled consumers. First, 57% of consumers receive either SST or SSDI, 
one indication of the presence of a severe disability^ Second, 75Z of 
the consumers responded to at least one of the following severity indi- 
cators — tnajdr disability of blindness or use of an electric wheel- 
chair, manual wheelchair, seeing eye dog, white jcane, or an atteridctt. 
While these are both only estimates, they do indicate that the large 
majority of consumers targeted by the centers experience major restric- 
tions in work activity, mobility, and performance of daily living taske. 

2. Additional Demographic Information 

Chapter III of this report presents the demographic characteristics 
of the consumers surveyed for this study, including ethnicity, 
educational attainment, income levels ans sources, vocational 
rehabilitation client status, and living arrangements. However, Table 
D-2-C summarizes these basic demographic descrlpto^v'^ as well, 

3. Profile of "Maintenance" versus "Gain" Consumers 

One of the Congressional evaluation questions is the extent to 
which independent living serViceis contribute to the maintenance or the 
increased independence of consumers. Consumers were asked whether the 
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Table D.2-C 
Conmner Denographlc Inforaatigp 





# 


1 


Sex 






Mule 


453 


46^22 


Feaile 


528 


53.8: 


Total 


981 


100, OZ 






Race/Ethniclt v~ 






Vblt« 


768 


78, 4Z 


Black 


69 


7,0 


Hiipanlc 


56 


5,7 




9 


.9 


HaCive ^efican 


55 


5.6 


Other 


j^r 


2,2 


Total 


979 


100, OZ 








iJnder 21 


54 


5.5Z 


Zl to 40 


504 


51.5 


41 to 60 


281 


28.7 








<.ot al 




inn {\y 


f^i.r«t contact with center 






Lest than ^199 


96 


22.2X 


? '0 tv> |399 


155 


35.8 


$400 to $599 


92 


21.2 


$600 to $799 


29 


6,7 


$800 to $999 


23 


5.8 


$1,000 to $1,999 


25 


5.S 


Over $2,000/month 


11 


2.5 


Total 


433 

_ _ TfjJJ 


1 nn fl? 






X N»847 


Source of Incone a£ time of 
first contact vlt^i- center 






EarniQga 


158 


18.7: 


Support from Family 


206 


24.3 


SSI 


291 


34.4 


SSDI 


19 b 


22.4 


Social Security 


255 


30.1 


AfDC 


36 


4.3 


Personal Care/Attesdint 


58 


6.8 


General Aiiiatance 


79 


9,3 


Worker 'a Cospefitictoa 


14 


1,7 


Veteran' a Benefita 


42 


5.0 


iQtarancc Benefits 


60 


7.1 


Ucmiihg Subsidy 


51 


6.0 


Fetiiion 


45 


5.3 


Alimony 


10 


1.2 


Other 


38 


4,5 









O t a 1 exceeds lOOZ since many rbhsumera have more than one income 



source. 
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Table D-2-C (cpnclnuedj 













Level e£- EducaiioD — at cine of 
f ir»t couCacC vich center 








Leia chin 9ch Grade 


85 


19. PZ 




Sooe High School 


67 


15.0 




Finished High School 


135 


30.2 




Sooe College 


103 


23.0 




College Degree 


28 


6, 3 




pose Craduace Work 


22 


4.9 




Graduate Degree 








tocai 




100. o: 




Voe>riona^1l<habilitation Sta Ctis 








7K ClienC Nov 


290 


30. 7X 




yt CliencBefore 


367 


38.8 








22.9 




Hon ' t Know 


77 


^ - - 7_.o 




T&ca 1 








L IV Ins Arr AniTMiipn t Mt fts* n# 
contact With center 








Inacicucipn/Prinary Care FaciliC) 


107 


13. 2Z 




Parent's Hone 


236 


29.1 




Supervised Residence 


21 


2;6 




Transitional or Independent Living 


13 


1.6 




Residence 








Cooperative or Shared Residence 


30 


3.7 




In Ovn Apartnenc or Home 


374 


46.1 




Other 


30 


3.7 


local 


_ ail _ 


iOO.OZ 
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major purpose for using center services was to increase their indepen- 
dence or maintain current levels of independence. Nearly one-third 
(32Z) identified themselves as "gain" consumer s^ 38Z reported they were 
trying to maintain independence, and the remainder were seeking 
information or had other purposes. 

Correlation of these goal groups with a number of other character- 
istics shows "maintenance" and "gain" consumers differ in some signifi- 
cant ways, table D-2-D describes these relationships in detail. A 
third category includes those individuals who reported contacting a 
center primarily for information and other reasons. Firsts Table D-2-D 
shows that, not surprisingly, gain clients tend to be younger than 
maintenance clients. Younger disabled individuals are more likely to 
develop goals for changing their life situations in employment, housing, 
education, and other areas than older consumers. Second, those people 
who became disabled after they reached the age of 22 are more likely to 
fall under the "maintenance" or "other" category rather than the "gain" 
grouping. Again, because individuals who are disabled later in life 
generally are trying to preserve the independent status they've already 
achieved, this finding is not surprising. These individuals usually 
are already living on their own^ have completed theit education^ and may 
be employed. 

Consumers seeking to increase their inder ^ndence are more likely 
to receive their services at ah independent living center ^ as opposed to 
at home or by phone, in contrast to maintenance consumers. Gain clients 
require a greater intensity of service generally more readily available 
at the center, itself. Finally, consistent with the above finding, a 
greater proportion of gain clients receive independent living skills 
training, housing, and transportation services. Other t^ervices were 
also found to be significantly correlated with clients' major purpose. 
For example^ receipt of vocational services, educational services, and 
personal assistance services all revealeci significant differences 
betweeen maintenance and gain clients. As would be expected, propor- 
tionately more gain clients received vocational and educational ser- 
vices, and a greater percentage of maintenance clients used personal 
assistance services. Chapter III presents additional analysis of the 
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Table D-2-D 
Maintenance versus Sain Cl ients 





Gain Clients 


Maintenance 

Cl:.2nts 


Others 






T H 


Under 21 

41^0 
61+ 


29 7.7Z 
225 59.7 
84 22.3 
39 10.3 


6 1.7Z 

156 45.2 
120 34.8 
63 18.3 


17 9.2% 
83 44.9 
63 34.1 
22 11.9 


Total 


377 100. OX 


345 lOO.OZ 


j 185 100. OZ 


Aze: Disability Onset** 
At Birth 
Under 22 
22+ 


125 35. 3Z 
205 29.7 
124 35.0 


73 22. 5Z 
95 29.2 
157 48.3 


49 28. 2Z 
53 30.5 
72 41.4 


Total 


354 100. OZ 


325 100.02 


174 100. OZ 


Where Services Received** 
At CetJ^ ?r 
By Phone 
At Home 
Other 


151 42.4% 
83 23.3 

110 30.9 
12 3.4 


78 23. 5Z 
103 31.0 
141 42.5 

10 3.0 


67 37. 6Z 
62 34.8 
48 27.0 
1 .6 


Total 


356 100. OZ 


332 100. OZ 


J78 100. 0Z 


Services Received 
ILS** 
Housing** 
Transportation** 
Education** 
Vbcat onal** 
Persctial Assistance** 


168 45. 4Z 
127 34.3 
J-2i 32.7 

73 19.7 

66 17.8 
103 27.8 

i 


S3 24. 3Z 
81 23.7 
99 28.9 
40 11.7 
36 10.5 
144 42.1 


21 U.7Z 
44 24.6 
40 22.3 
14 7.8 
16 8.9 
29 16.2 



*RelatipnQhip between independent and dependent variable significant 
the .05 level 



♦♦Relationship between independent and dependent variable significant at 
the .01 level r^r* ^ 
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differences in outcome achievement among maintenance and gain clients* 
D. findings 

Over h&lf of the centers (59Z) responding to the center mail survey 
reported their planning process includes specifying objectives for num- 
bers and types of disabilities to be served. While this is not the only 
procedure that can be used to specify target populations^ it does indi- 
cate that at least a majority of the centers are targeting ihei i ser- 
vices to certain disability groups. The study examined if specific 
characteristics of centers^ such cb free-standing versus umbr:lla organ- 
izational types; percert of budge: comprised of Part B fundf^; percent bS^. 
board disabled; and the method of receipt of federal fund^, utluencf'^ 
whether or not a center had specific objectives for numbers a.; v tyi>t^ of 
disabilities served* None of the above factors proved to be » el^^'^iv- 
cant factor in the practice of this procedure. 

One way of determining whether the independent living cetters are 
providing services to people with a range of disabiliti -f: iS to look at 
the disability groupings of the crnsu rs served. Slightly under 5QI of 
the centers served consumers froiu» each of six major disability groups^ 
and 88Z cf the centers served more than one disability group (see Tabie 
D-2^£). Only thirteen centers (IIZ) target their services to pecplo in 
only one ricijor disability group. 

A number of center r.haracteiistics — grantee status, percentage of 
Part B funding, percentage of board disabled, and number nf direct 
service clients — had no significant effect on the number of disability 
groups served. However, free-standirig centers are significantly more 
likely to serve a broader range of disability groups than centers within 
ah umb::ella agency. As Table D-2-E shows, these latter centers are, in 
particular, more likely to serve a single disability group exclusively. 
The large majority of the single disability centers serve visually 
imipaired individuals; others serve mentally ill or heavily impaired 
peopile only. 

Information ab;:>uc centers' eligibility criteria collected during 
site visits revealed that there is no single eligibility process em- 
ployed by center;.. Some centers use consumer-reported disability as the 
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Table D-2-E 

--- -— - _. _ _ ..... .. y 

Kuiab^ of Disability ^^bup^ S e rv e d ^ W-Type- o^-Afeeo cy 













Within 




All Centers 


Independent ILC 


Umbrella Agency 




# 


% 




Z 


# 


Z 


Nuaber©f Groups Served 






1 








1 Disability 


13 


10.7% 


3 


4.5Z 


10 


22. 2Z 


2 to 5 Disabilities 


44 


39.3 


28 


42.4 


15 


33.3 


All 6 Disability Gr : , s 


55 


49„1 


35 


53.0 


20 


44.4 


Total 


112 


100. OZ 


66 


100. OZ 


45 


100. OZ 



Relationsi ip between the independent and dependent variable significant 
at the .05 level. 
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method of determining eligibility^ while others requive medical proof of 
a disabling conditioo. Needs assessments sometimes are used by centers 
to screen potential consumers; a few centers report conducting assess-- 
ments to determine a person's ability t benefit from the services 
provided. Several centers require an ability to reach independence vith 
the assistance of their services to reach eligibility, and at least one 
center strictly complied with this criterioc^. Although the survey data 
indicates most centers serve consumers with a range of disabilities, 
some centers do screen for specific types of disabilities and limit 
services accordingly. Others may teud to serve a range, but screen out 
certain populations (siich as the c.v .nically tnentally ill). 

target population deci. sre sometimes made by the umbrella 

agency of a center, with the center serving a population similar to that 
of the umbrella. Another factor that influences the type of clients 
centers sexrve is funding agency requirements. 7ol example, some centers 
may focua on vocational rehabilitation client k^ec. -^'e of requirements 
established by that agency. 

An important targift population issue for cei^ters is the tension 
between trying to serve all consameri? who request services versus 
targeting services to particular groups. Centers that serve all people 
who request services may find thi.t they are serving individuals with 
temporary or less severe disabilities, they v*^l also tend to serve 
those who are already out in the community^ with sufficient independence 
to initiate contact on their own. However, meeting the demands of these 
consumers may preclude outreach to institutionalized individuals. There 
are also monetary considerations that centers face when including de- 
institiov. ; lization as one of their objectives. If number of clients 
served is a main funding gtr evaluation criterion^ centers may be com- 
pelled to serv 3 l:he greatest number of clients instead of iho^e most in 
need of center services. 

So^e centers that were very specif ic about their target population 
goals did not serve people wirh a range of disabilities; other centers 
served people with a wide range of disabilities, but had not clearly 
defined their target population. Although both these approaches may 
work for the individual centers, certain issues emerge when one consi- 
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ders the centers' relationship to the communities they serve. If a 
center serves only a single disability group, other disabled people in 
the center's service area may not have independent living services 
available to them. Likewise, centers that don't define a target popula- 
tion for at least some of their services may be caught in a demand- 
response situation that precludes their ability to engage effectively in 
outreach efforts or to target services to the most severely disabled. 

A service configuration used by some centers and one which is 
encouraged in the standards, is targeting direct services to specific 
disability groups while providing Information and Referral services to 
all who request it. For centers that cover large geographical areas, 
this is one way to meet service demands. 
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The center shall increase individual consumer achievement of 
Independent trying goals, in areas such as, but not limited 
to, the following: 

3il Housing 

3.2 Living arrangements 

3.3 Income and financial management 

3 .4 Transpdrtat ion 

3.5 Personal care 

3.6 Nutrition 

3.7 Household management 
3«8 Mobility 

3.9 Health and health care 

3.10 Assistive devices 

3.11 Education 

3.12 Emplbymeht 

3.13 Community involvement 

3.14 Family life 

3.15 Recreation 

3.16 Personal growth 
'=^.17 Social skills 

3.18 Cdmmunicatipn skills 

3.1? Self-direction 

3.20 Consumer and legal rights 



A. Description and Put^o^ie^ of-^taft4a^4 

The consumer achievement standard emphasizes that the primary pur- 
pose of independent living centers is to contribute to disabled 
individuals' achievement of independent living goals. The standard 
lists 20 goal areas that directly relate to living full and productive 
lives in society, including living arrangements, finances, mobility^ and 
transportation. Standard 3 holds ce. ters accountable for supporting the 
achievement of consumer goals in these areas^ It represents a departure 
from traditional center data coliectibr and reporting which hes focused 
primarily on process measures, such as numbers of individuals served and 
services provided, by focusing on the outcomes of these services. 

Standard 3 reflects an attempt to identify o common set of types of 
consumer goals in order to capture outcomes across centers. An alterna- 
tive approach would be to measure achievement of individual consumer 
goals, which may vary widely with disparate client objectives and capa- 
bilities, and with the broad raige of center program emphases. In fact, 
several centers indicated "number of goals achieved" as an alternative 
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outcome measure. Ho^iiver, whil<2 this strategy does reflect more closely 
the extent of variation among centers and consatners, it would make 
aggregation or i:;nalysis across; centers or consumers extremely prob- 
lematic. By selecting a set of common goal areas critical to the 
overall achievement of ei^hanced independent living. Standard 3 permits 
comp^irisons among centers and consumers, as well as further refinement 
of a set of appropriate independent living outcomes for ccnt-^rs and con- 
sumers to work towards. 

B. Summary of— Acfeieveme&t 

The evaluation measured consumer achievement as rispdrt <i by all 
centers responding to the center mail survey and by consumers from 36 
satnple sites. Centers reported mere than 58,000 outcomes across 15 
areas; the most frequently reported achievement was securing services 
for consumers through referral to other programs. Almost 752 of the 
consumer respondents reported at least one gain in housing, education, 
employment, income, or transportation while in contact with an indepen- 
dent living center, and 69Z reported a more independent housing situa- 
tion (the area with the greatest gains). Approximately of the 
consumers stated they had made at least one gain relfced to four 
additional areas probed by the study: personal and social changes; 
increased knowledge of the type likely to facilitate independent living; 
increased skills in meeting their own needs; and the receipt of aids, 
benefits, and services. The most frequently reported achievements were 
within he personal/social change cluster. 

Bivariate anlayses showed that only age and VR status — of the 
consumer characteristics tested were statistically significant in 
relation to consumer-reported outcomes. The nature of the consumer's 
contact with a center — the frequency, location, and type of services 
received — appears to make the greatest difference in the level of 
outcome achievement. In addition, ease of accessibility to the center 
and disabled service delivery staff are significantly related to higher 
consumer outcomes. 

According to multivariate analysis, se? ices received and service 
characteristics also were the most important factors contributing to 
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consumer cotcomes. In particular, housing services^ case management, 
and frequent and personal contact with the center had the most consis- 
tent effects on a vide range of outcbcies. These analyses found that 
centers were effective for a broad range of consumers both in increasing 
and maintaining their independence. Generally, except for VR client 
status and residence in a supervised setting (both characteristics 
leading to higher achievement), consumer characteristics did not zoi.ais- 
tently affect a broad range of outcomes. Finally, while centers with a 
greater degree of consumer participation in service delivery reported 
higher outcomes, the data reg^^jing the relationship of disabled 
directors and consumer-controlled boards to outcomes were inconclusive. 

Findings 

Consumer achievement as reported by the centers and by consumers 
themselves is described in detail in Chapter V of this report. Table V- 

1 in that chapter presents center-reported outcome data^ while Tables V- 

2 through V-6 summarize consusiL-£-*reported gains. In addition. Table V-2 
distinguishes between those consumers who reported an improved situation 
(in the five key areas of housing, education, income, or transportation) 
and those who if^parently maintained their situations while in contact 
witd an independent living center. 

In order to examine consumer achievement in relation to Standard 3, 
Table (nexc page) presents the large variety of consumer impact s 

measured by the study in the context of the Standard 3 outcome areas. 
As the table indicates, at least 26% of the consumers surveyed reported 
a*- least one gain related to each area. One- third or more of the 
consumers reported imprbvemehts in twelve areas: living arrangements 
(69%), self-direction (66%), personal growth (57%), social skills (49%), 
communication (46%), personal cere (41%), recreation (39%), transporta- 
tion (38%), housing (38%)^ assistive devices (37%)^ education (36%), and 
income and financial management (36%)« 

Chapter V and Chapter iX summari;ce the findings of the multivariate 
analyses of factors contributing to higher consumer outcomes. They 
present detail about the effects of services, consumer characteristics, 
and center characteristics on both center- and consumer-reported out- 
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-i^Learned about transportation options 


334 


877 


38.1 


Learned to use transpor v^tion 


298 


876 


34.0 


Transportation situatio^i better 


237 


915 


25.9 


Center helped improve transpor- 








tation situation 


224 


925 


24.2 


^Learned to use transportation 


5,941 






-•-Acquired license to drivB 


264 
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fable D-3-A (continued) 



Outcome 



Total n1 



-4 



Personal Car e 

Learned about personal care 

assistance 
Acquired attendants 
Learned to manage attendants 
Carried out self-care 
-•-Acquired attendants 

Nutrition 

Learned about health 
Carried out self-care 

Household Mangement 

Carry but household/shopping chores 
Acquirf>d household support 
-•-Able to shop /do chores 

HefeiMty 

Acquired mobility ai.ds 
-•-Acquired mobility, vision, or 
communication aids 

Health and Health Care 
Learned about health 
Hora healthy and fit 



?59 
267 

226 
5,033 



283 
226 



252 
229 
3,653 



179 
5,472 



283 
240 



878 
863 

:;5 

8/6 



879 
876 



875 
874 



86 2 



879 
879 



46.9 
30.9 
27.9 
25.8 



32.2 
25. G 



28.8 
26.2 



20.8 



3i.2 
27.3 



270 



ERIC 



D-34 



Table D-3-A (contihued) 
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Had equipment repaired 
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Learned about education options 
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c 9 


35. D 


Education level changed 


221 


909 


22.3 
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Learned about employment options 


219 


881 


24.9 
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Q 7 
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Communitiy Involvement 








Belong to more community groups 


177 


882 


20,1 


-t-Gained membership in community 








organizations 


1,170 






^Registered to vote 


2,639 
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Total 












Learned about recreational 








activities 


- 

340 


878 


38.7 


Participate in more sports 


157 


880 


17 .8 


Personal Growth 








Feel more self-confident 


488 


878 


55.6 


Cope better with disability 


454 


881 


51.5 


Feel better about sexuality/ 








personal relationships 


255 


881 


28.9 


Social Skills 








Feel more comfortable m public 


427 


87 9 


48.6 


Feel more comfortable socially 


375 


879 


42.7 


Have more friends 


25 


879 


37.0 


_ 

Communicat ion Skill s 








Cdmmunics^^r irore assertive-^ 


402 


879 


45.7 


Confront mf xingetnent of ti 




Q7 ^ 
0/ J 


Jo . 2 


Acquired interpreters 


40 


863 


4.6 


Acquired readers 


32 


863 


3.7 


•^Acquir^^d readers or interpreters 


5,02i 






^Acquired mobility* vision, or 








cbunnuhicatibn aids 


5,472 















272 



Table D-3-A (continued) 



Out come 




_____ _ -1 

Total n1 


Z 


Self «^D4re^t ioa 








Center helped increase independence: 








— Rating of 3 or above* 


702 


762 


92.1 


~ Rating of "5"* 


506 


762 


66.4 


Learned how to acquire necessary 








services 


328 


877 


37.4 


Learned hdW to use community 








r':^i;ource8 


317 


878 


36.1 


Developed a goal ^lan 


208 


877 


23.7 


Cottstaaer -and te^al-Rights 








Acquired legal or advocacy services 


199 


860 


23.. I 



+Frbm Center Hail Survey. A ' other data from Consinner Mail Survey. 
*Scale of 1-5, Verv Poor to Very Good. 



"Total N" exclud*^ issi. case< . 
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comes. Extensive bivariate analyses were also conducted to help 
illuminate why some consumers made greater gainis than others. The 
results of this set of analyses are pr • scr.ted in this section. 

ii Relationship Between Oi > >come8 and C ient Characteristics 
When consumer^reported outcomes were analyzed by age, isex^ rare> 
age at onset of disability, type of disability, and vocational rehabili- 
tation (VR) client status, only age and VR status were significant 
factors. In general, younger consumers were more 1 ikely to have 
improvements than older ones. More specifically, those individuals in 
the 21-40 age group appeared somewhat mjre likely to achieve lifie 
situation improvements ;60% reported one or more improvements) than 
those in the 41-SC ategory (73%) and much likelier than people 61 or 
older (57%). While consumers under the age of 21 were also very likely 
to have made life improvements while in contact with a center^ only 5' 
people in total fell under this category. Siniilarly, consumers who are 
now or have formerly been vocational rehabilitation clients appeared 
more likely to make situation improvements (82% and 79%, respectively) 
compared to 62% for individuals who have never been VR clients. 

These findings are consistent with the fact that older individuals 
in general are less likely than younger people to experience major life 
improvements in housing, employment^ and education. In addition^ this 
finding confirms field observations that centers generally are not 
working with older people in institutions to help them achieve greater 
independence. It also is not surprising that VR client status app<=a^8 
to correlate with consumer achievement. Participation in VR p? ovides 
access to a range of additional resources tha** can work in combination 
with sex^ices provided by the center to enhance the ^rs' ability 

to make major life changes. Even those individuals e cases may 

have been closed as unsuccessful by the VR sy stein still have benefited 
from their participation in VR and may be more familiar with the process 
of setting and working towards goals. VR acceptance may include those 
consumers Who are more capable of achieving life improvements; those VR 
screened out (based on sevr.^ty of disability, !notivation, inf easibility 
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of improvetnenti etc*) may indeed have been those l^ss villing or able to 



make major life gains. 

The age and VR status breakdown:^ for other types of consumer out 
comes follow similar patterns. Only achievement in the "aids, bene- 
fits, and services" category proved statistically insignificant in rela- 
tion to age and VR status. The multivariate analyses (see Chapter V; 
generally confirmed the above findings for age and VR client status. 

2. Relationship Betveen Outcomes and Intensity of Services 
One proxy measure of causality, or the extent to which experienced 
charges are due to center serviceSj, is ^ue correlation of services 
rectxved with outcomes achievec * might be expected, those conFumers 
in more frequent contact with a ^er achieved mor^ ootc6ra>s (see fable 
D-3-B). In addition^ as Table D^3-B also makes clear, individuals who 
never go to a center (who receive servir.es by phone or at ho»jae) are also 
less likely to report gains. 

Apparently* then, frequency and intensity of contact (assuming that 
people who visit the center are more deeply involved) dc tnake a dif- 
ference in consumer levels of achievement. There 1*? . Iso a strong 
relationship between consumers attributing changes to involvement with 
the center and whether services were received at t'je ce^^er. Of those 
consumers who never went to the center, only 32Z reported that the 
center had helped th to achieve major life improvements, contrasted to 
57Z of those who did visit the center. Finally^ another importarl 
finding is that working with one staff person who coordinates all 
services apparently is a significant factor in relation to consumer 
achievement in only two areas, learbinji skills and obtaining knowledge. 

Multivariate analysis (see Chapter IX) confirmed that frequency of 
contact and in-person service delivery (either at the center or in the 
consumer's home) both had consistent effects on a wide range of 
outcomes. However, case management, which was positively associated 
with higher outcomes in five of the seven areas, exhibited the most 
consistent effects of all the service characteristics tested. 

Table D-3-C shows that consumers who stated that they worked 
primarily with disabled staff more frequently reported out com ^ 
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Table D-3-B 

ConsuEi€T A^jvievemetit by FFe^eRsy and NafeU^r&^f CdBfeae^^with Center 



Achievement 


Nuiiiber of Contacts- with Center — 


\ Never Go to Cent 


5 or- Fewer 


6+ 


Art :£ 


Disagi-. 


* % 


# % 


# 2 


f % 


Imprdv^meat in 
Situation** 

One o'*: Hore 
Non^ 


186 66. 7Z 
93 33.3 


520 31.0% 

_49.0- - 


180 62. IZ 
110 37.9 


536 82.1% 
117 17.9 


Total 


279 100.0% 


64:^ 100.0% 


290 100.0% 


653 100.0 


Personal/ Social 
Chanjie** 

One or More 

None 


157 56. 3Z 
122 43.7 


489 76.2% 

153 — 


146 50. 3Z 
144 


511 78.3% 

- 142 2X^t 


Total 


279 100.0% 


642 loo. 02 


290 100. GZ 


653 100.0 


Aids^i- Benef it . 
Services** 

One or More 

None 


138 49.5% 
1 50.5 


450 70. IZ 
192 29.9 


168 57 . 9Z 
122 42.1 


433 66.3% 
220 33.7 


Total -79 100.0% 


642 100. r ■ 


29e 100. OZ 


653 100.0 


SMUJ,** i 
One or More 
None 


158 56.6% 
121 43.4 


507 79. OZ 
135 21.0 


165 .9Z 
125 43.1 


510 7:. 
143 21.^ , 


Total 


279 100.0% 


642 100. OZ 


290 100.0% 


653 100.0 


Kn€;w4ed^e** 
due or More 
None 


176 t3.i% 
103 36*9 


542 84. 4Z 
100 15.6 


188 64. 8Z 
102 35.2 


537 fc2.2Z 
.'16 17.8 


Total 


— 2^ 100.0%^ - 


^2 100. OZ 


290 100.0% 


653 100.0 


**Relat ions hip between dependent and independent variables significant at 



the .01 level except for the relationship between "Aids, Benefits, 
Services" and "Never Go to ILCj" which is significant at the .05 level* 
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Table D-3-C 

Consumer— Reported Outcomes by DisaSiHty Direct Service Staff 





Reported Worked Primarily 


wi.t'n Disabled Staff 










No 








-- — 




X 


# 


Z 


Improvement in 
Situation* 










One or More 


414 


78. 9Z 


326 


70. iZ 


None 


111 


21.1 


139 


29.9 


L — iotai 


52S 


100. OZ 


465 


i lOO^CZ 


Personal/ Social 
Chani^e** 










One or More 




7ft LI 


256 


57.9% 


None 


113 


^ -A. ♦ \/ 






Total 


523 


lOO^JDl 


- 


1 fin 0? 

J.VM/«Vvfc^ 


Aids, -,3Lefit8t 
Services'*' 










! 

One or L re ; 


i54 


£7.7% 


260 


55. 7Z 


- None-- — --- j 


.69 


32.3 


207 


44.3 


:.>tai 1 


523 


100.0% 


467 


lOd.OZ 


Skflls** 










One or More 


415 


79. 3Z 


278 


59. 5Z 


Noti^^ 


108 


20.7 


189 


40.5 


Total 


523 


100. bz 


467 


100. OZ 


Kn /vj radge** 










Otv or More 


43 Z> 


83. OZ 


309 


66. 2Z 


Mcne - 


89 


17.0 




33.^8 — 


Total 


523 


idb.oz 


441 


100. OZ 



**Relati6nship between dependent and independent variables significant at 
.01 level. 

*Relationship betveen dependent and independent variables significant at 
.05 level. 
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achievement in alt the areas measured This conciusibn is partially 
Supported by the multivariate analyses (see Chapter IX), which found 
that working primarily with staff that had a different disability made a 
difference in the number of achievements reporr:ed in three areas* 
Bivariate analysis also shoved that there is a statistically signi-- 
ficant relationship between receipt of nearly all center services and 
client achievement. Only electronic and communication ser-^ices were 
statistically insignificant factors; however^ a veiy small proportion of 
the consumer sample received these services. Ihese .ndings were con- 
firmed by multivariate .analysis, which also showed which services had 
the: greatest effects on outcomes (see Chapters V and IX). 

3. Relationship Between Qutcomes and Center Characr eristics 

Consistent with othrr findings, consumers at those centers with 
.sier access to the center and its services reported higher levels of 
achievement. Whether or not situation imprdvemenics occurred was relate,! 
in ; :,n*->r v:'Oximity to public transportation, center provision of trans- 
a^'^on. building accessibility, and ease of phone access to the 
center. All these accessibility factors also were influential in 
relation to pe> sonal or social chi.nges and acquisition of -"kills. 

Several center characteristics were tested in relation to consum^^r- 
reported outcomes. These factors included budget amount, type of area 
served, size of staff, p^-esence of disabilities among ;.taxf and ^rd, 
type of organization, and years in operation. However, none of hese 
characteristics was statistical!*' significant in relation to consur-er 
achieviement within che 36 cente^ "rom which the consumer samples were 
selected. In multivariate analyses, several characteristics had signi- 
f z<c^' and consistent effects on center and consumer-reported individual 
cuccomes (see Chapters V and IX). 

Bivariate analyses also indicated a p. r^itive and statistically 
significrat relationship between measures of Good financial management 
practices and program outcomes. Centers which had financial mangement 
systems capable of measuring cost per service vere significantly more 
likely to have consumers reporting higher levels of improvement on four 
of the five following dimensions, as compared to centers lacking such 
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management capability: situational improvements j receipt of aids^ bene- 
fits and services; gains in skills; gains in knovledge^ and gains in 
personal, psychological and community i.ituation» In addition, centers 
with uhe capability of determining jsts per service and of calculating 
cost per consumer were more likely to have trained a much higher number 
of other professionals in the community in dealj g with the needs of 
disabled individuals. 

No statistically significant relationships were found between 
evaluation practices and program outcomes in bivariate analyses* How- 
e , aters issuing evaluati.*>u reports also were more likely to train 
higi.c:r numoers of community professionals in the special needs of 
persons with disabilities. 

Multivariate analyses (see Chapter IX, Table IX-3) revealed thsc 
determining average cost per service and documenting consumer goal 
achievement did make a difference in a few outcome areas. Cons^-mers 
from centers claiming they follow these practices reported more gains in 
some areas. However^ centers using the financial procedures reporter 
fewer consumers that acquired attendants. For the most part, evaluation 
practices and financial management capability :;d not have a consistent 
and f igni:'~icant effect on a broad range of program outcomes. 

4 i Relationship Between Outcomes and Major Pur^o^-fo^r 
Us3..n5>; Cent e r Servicing 

As described in Chapter V, consumers had different primary f... poses 
in using center services. One group of cotisuners cle:irly sought to 
increase independence, while others wished to ca^jtain current levels of 
inuc^endence^ tc obtain information^ or had some other purpose. 

Analysis of consumer achievement in terms of major purpose shows 
that individuals seeking to make gain; in independence are generally 
more likely to report outcomes. A higher proportion of "^ain" con- 
sumiers recorded personal or social changes, skill acquisition^ and 
increased knowledge. However, major purpose in seeking center services 
was not statistically significant in relation to improved situations or 
to aidsi benefits, and services. Apparently, while those consumers with 
higher expectations for center services and more ambitious goals were 
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able to achieve some changes in their irves more consistently than ether 
consumers, they were not necessarily mbr; likely to benefit from major 
life improvements. The effects of major purpose on Outcome achievement 
were mixed in the multivariate analysis (see Chapter iX). 
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STANDARD- 4^ — COMKimirg Q ^l imS 

The Center shall increase the_Availability and improve the 
quality of community options for Independent Living, in such 
areas ssj^ but not limited to, the following: 

4.1 Housing 

4.2 Transportation 
4«3 Personal care 
4<.4 Education 

4.5 Emplbyinent 

4.6 Conununicat ton 

4i7 dledttction of barriers, including architectural a:id 
social 

4.6 Disability awareness and social acc£pt;ance 
^•9 Rfccrcation 

4.10 Consumer involvement ..rj civic activities and community 
affairs 

4.11 Physical and mental health care 

4.12 Legal serv'cfib 



A. Description and Purpose of Standard 

The purpose of this standard is to iazprov/e p community's social and 
physical environment for persons with severe disabilities. Standard 
requires centers to develcp options that enable disaSlei individuals to 
live independently. Without appropriate community options^ thes^ 
individuals are restricted no dependency upon t.^nilies or nurs>ng home^ 
If persons with tiisabilit ies are to live like other citizens, they t>c- 
accessible and affordable bousing^ tran<'t)ortation, personal caie. and 
other environmental improvements. 



B. ^4mmar^ -o#^ch^i^^ment 

Overall, centers reported 27 5145 community impacts across the 
various outcome areas. On average, 662 of the centers could report 
outcomes in community development areas applicable to their programs. 
Not surprisingly, centers which specifically gavi. priority to some ki .is 
OjL community development areas were more likely to achieve impacts iti 
those areas. There was a statistically significant relationship between 
impacts and such goals as barrier reduction^ recreatibai personal care^ 
and communication. In addition^ bivariate analysis showed that centers 
with the following characteristics reported higher levels of impact in 
at least some areas: a non--rural setting; a disab .'d director; at least 
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naif the htzLf with disabilities; a vide range d r.bii ^r ii;> ^er\'ed; a 
greater coHiniunity development focus; a stn i id-- - rv^ - xint living 

philosophy. Multivariate analyses shoved tha. ^ -^ir- :g «ftai,^i'>. ^ 
larger budgist, experience, a sinaller service iir^-, > jjp^^y. dir«v? 
financial and planning management capabilities ^Li^ « i ialated i<, 
higher center achievement when controlling for thcj er^ c-s o£ other 
factors. 

Among other community agencies surveyed in the centers' locales^ 
lere was greatest agreement that independent livirg centers h^ . 
substantial impacts in the areas of personal care (63%)| disability 
awareness (59Z), and transportation (45%)« Housing, consumer involve- 
ment and barrier removal were also areas that a large proportion of 
other agencies believed centers had affected in their communities. 

C. Findings 

Table D-4 summarizes center-reported achievement for most of the 
community bptibn a:eas listed in Standard 4. As discussed in Chapter 
Vli.^ the highest cutcojie levels were eported in the two "training" 
categories: other service pruviders and health providers trained in the 
special needs of persons with disabilities represented 232 and 19Z, 
respect ively, of the total number of outcomes reported. Adding quali- 
fied attendants to the community pool (12Z) was the third highest out- 
come area reported. Please see Chapter VII for discussion of the 
problems centers experienced in reporting community imports, 'i^able VII- 
6, in particular, provides detail about how many centers recorded 
achievement in areas targeted by thi ir community development efforts. 

Two Standard 4 data eler .:nt8 not covered in Table D-4 are 4.8, 
Disability Awareness and Social Acceptance, and ^.12, Legal Services; 
While 87Z of the centers reported that they target promttion of d:.s- 
ability awareness in their programs^ to assess the effectiveness of 
center efforts it would be ^ essary to measure changes iu general 
public attitudes. fiowev ^rly 6dZ of the community agencies sur- 

veyed felt centers hnd ^ ^ ally affected disability awareness in 
their community, in^' . lat the local social service comm:.nity 

believes centers ar^ ' well in this area. In contrast, only 
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Table D-4 

Center-Repojted Cbmmu rf- ry lapacts for Standaf^-nS^ 
Bat Ci_gr5^ rrta 



Gotmnunitv ImDact Area 


Average #($) 

of Impacts p^r Ce-iter 


Ran^e 


Total #($) 
of Iiapacts 


Hous inc 
Acceaaible Bousing Units 


22 


1-150 


1,806 


Tr*n^wrtat ion 

Accessible Vehicles AOded to 
Public transportation System 


29 


X-350 


979 


Personal C^re 

Attendar.r.£ £.dded to Communis 
AtteodaQt Fool 


45 


2-201 


3,227 


Additional FucdirR Raised for 
At:.£adanti, Rj« -rs and/or 
Interpreters 


$11 .588^ 


$100-$1,000,000 


$7,486 ,669 


EducaE ion 

Agreements Established with 
Special Education/Other Agencies 


10 


1-90 


U6 


1 EduC4£7.ionaI Resources Made Accessible 


7 


1-100 


352 


I 

EmploYifieat 

Jobs Developed 


17 


1-112 


1,024 


Couujiun4xat ion 

CooBunication Device! Hade Available 


10 


1-100 


588 


Readers Added to Coiaiiu«iity Fool 


8 


1-50 


335 


Interpreters Added to Community Fool 


6 


1-34 


280 


_ . _ _ : 
; "?ductioh of (Carriers 
1 Rasps or C ' ^ Cuts 


32 




' 302 


; Acceisible Public Buildings 


12 


1-100 


958 


/>raiiica inxozmaLion 


1 / 


1-150 


5h1 


Brailled Elevators 


6 


1 -100 


2:6 


Parking Spaces 


23 


; -250 




Recreation 

Recreation Programs Made Available 

Consumer Inv^I ■^creirt in Civic/ 


12 


1-250 


976 


Cdciiiiunitv Aiiaxrs 








Consumer Hesbersbips in Community 
Cr^'ups 


4 


1-252 


l,i?0 


018 a b lir <;y Awareness 

UcatCh Frovidefi Trained 




1-651 


5, Ob? 


Other Service Providers Trained 

, .. 1 




1-501 


0,106 


^Median reported rather t^-tn. mesa, 


^^83 
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14% of the centers reported targeting legal services, confirming site 
visit observations that most centers refer individuals to other agencies 
for this Sfcrviccc Community agencies concurred with this finding that 
legal services are a low priority, with only lOZ reporting that centers 
have substantially affected the availability of these service^. 

Statistical analysis shows that centers which specifically gave 
priority to some kinds of community development goals were more likely 
to achieve higher levels of impact in those areas. Centers targeting 
personal care reported adding an average 49 attendants t< ne community 
pool, compared to an average 17 for those center** /'thdut a perscual 
care focrs in their community development prdgra iese same centers 

claimed vhey helped raise an average $173,0(30 : • i-cional personal 
care attendant funding compared to an average $4, lor the remaining 
centers (these findings are both statistically significant at the .05 
level). Similarly, centers targetii barrier reduction claimed credit 
for an average 13 buildings made accessible compared to four 
(significant at the .Ol level); centers targeting recreation helped 
establish an average 18 programs compared to four for the other centers 
(significant at the .05 level); and centers targeting communication 
reported adding an average 14 communication devices compared to an 
average six for the remaining centers (significant , t the .2 level). 
All of these findings bold even wbeu controlling for the effects of 
center size on the number of impacts reported. 

Additional 1 \variate as well as multivariate analyses were 
undertaken to determine which organizational characteristics were 
significantly associated with center success in developing comirunity 
options. For the results of these analyses, please see Chapter VII. 
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STANDARD 5: SFg^VICES 



The center shall prdvide tb disabled, individuals vill.ix. :he 
cp.nterVs target population and/or their families the f c . - 
lowing Independent Living Services: 

5.1 "iyocacy 

5.2 '.dependent living skills training (e.g., health care 
.nancial management, etc.) 

5.3 ^^r counseling 

^' -i^^w. to the services above, the Center may provide jjr 
( ^vaiU le other services such as, but not limited t: 
e r . Icwl _ g: 
^ Lege' services 
3 ^ r counse 1 ing services (e.g., non-peer, group, 

lamily) 

5.6 Housing, services 

5.7 Equipment services 

5.8 Transportation services 

5 .9_ Social and recreat ibnal services 

5.10 Educational services 

5.11 ^^c^tional services^ i^d'^^i^^S supported employment 

5.12 ^^^^er, interpretr^rp and other communication services 

5.13 Attendant and homrs^aker services 

5.14 Electronic services 

A. X)e$c^ifit^i^n-^d^^^T^pchse-^ 

The intent of this standard iis to ensure that independent living 
center services are responsive to the needs of persons with disabilities 
and thei ""amiJies, and that services are designed and organized to 
3''hieve t: rrimary objective of assisting persons with disabilities to 
I' /e independeat ly as possible. Although this standard is not 
intended to affect the diversi .y that exists in center service con- 
figurations- it does indicate that centers are expected to ofT"^; the 
types of assistance that appropriately support the independent living 
goals of persons with disabilities and their families. Under this 
istandard, three services have been designated as "core" services to be 
J.' ovided by all centers: advocacy independent living skills training^ 
and peer counseling, all of which have been identii'ied as essential 
support mechanisms for persons seeking to live independently. In 
addition, centers may offer a range of other types of s.^rvxres that 
match the particular needs of their service locale. 
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E. Sunnnary of Achievement 

Independent living centers appeared to be highly responsive to the 
requirements of the service standards The majority of centers provided 
the core services of advocacy, independent living skills training, and 
peer counseling. Morebver^ there has been extensi e provision of 
services relat':^d to such areas as houising, equipnent^ transportation, 
personal care assistance, and social/ recreat ion. 

5ub6tantive vari*^tions in how core services have been organized and 
delivered reflect the organizational^ historical, and geographic 
differences that characterize the centers themselves. Current varia- 
tions do not necessarily diminish the integrity of the service model, 
but suggest that each service has a range of possible delivery options. 

While the majority of IL Centers offered the key services, in some 
cases the frequency of provision was significantly influenced by certain 
factors. Rural ce'^terSi for example; tended to provide a narr . '^r range 
of service;;; rhan otber centers. Centers with a larger pe; mtage of 
staff with drsabiirt ies were more likely to provide peer . nseling. 
Also, centers vith larger numbers or consumers more frequent provided 
attendant/hoir.evia- ' services,, 

C. Fin dings 

The typeb >v t^v^vices vided by the centers are fully described 
in Chapter IV. ! : ; ^-5 provides additional detail about the 

relationships betv> i center character i t ics and whether or not a 
service is offered. These findings can be summarized as follows: 

• Advocacy services were generally equally likely to be 
provided by all t es of centers regardless of cci-ter 
characteristics suzh as funding lev.:;, type of organiza- 
tion, or degree of consumer participation, although they 
were more likely to be offered by centers that had been 
in operation longer. 

# Independent living skills training was provided by all 
types of centers. la general, centers surveyed were 
equally likely to provide these training services 
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Table D-5 

K^tafjoGshi^ Betveec. Center Characteristlcfl and Servr^ LXt: jS:A^ 



Servieei Offered 



"l;aracter Istics 



(Q aa 

hi 

O 3 

H to 



h 

-C 

> P 



CO (U 

-CS -Wi 



^ (0 



Adv&cacy 
its Training 
Peer Counseling 
Legal 

Profettional Counseling 

Other Counseling 

Bousing 

Equipment 

Transpdrtlt ion 

Recreatioa 

Educational 

Vdcatlonit 

Conmunicat ion 

Attendant 

Electronic 

Family Support 

I and R 

Other 



'based on Pearson Correlation Cocfficlec* 



+ or - 
* 



KEY 

relationship signifvcant at ,2 level 

relationship aigts £ ^ c«»ut i^t .05 level 

relationship aigni ? ic act it ,03 level 
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regardless of their individual center characteristics; 
(None of the correlations were significant at th3 ^05 
level) . 

• Most centers provided peer counseling services regardless 
of their geographical service area, funding levels^ or 
caselo-^d size. However, there were other variations in 
the types of centers offering peer counseling. Centers 
with more disabled staff were more likely to provide 
service (922) than these with fewer disabled staff (7iXy; 
Centers with a majority of disabled board member vei: e 
also more likely to provide peer counseling (92%) than 
those whose bbaids had fewer disabled members (782). 
Free-standing centers were more likely to provide peer 
counseling (902) than those operating withia umbrella 
organizations and centers with disabled directors were 
more likely to provide peer counseling (92%) chan those 
with non-disabled directors (812). 

• A] 1 c«:nters su-veyed were equally likely to provide legal 
and paralegal services. 

• Centers with a larger total ageucy budget were more 
likely to offer '^usihg (872) than smaller budget centers 
(492). Fewer rural centers (572) offered housing than 
those serving v'.rban and suburban areas (892). Centers 
that naive been in operation longer were more likely to 
offer housing services, and those whosr total budget was 
composed of a higher percentage of Part B fi'nds, were 
less likely to provide these services than centers with 
less Pait B funding. 

• Centers were equally likely to provide equipment services 
regardless of their characteristics. 
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• Centers less likely to provide transportation were those 
with a higher percentage d£ their budget used £dr com- 
munity development act ivi ties and, not surprisingly, 
those in rural areas* 

• Free-standing centers were less likely (32%) than those 
operating vita umbrella organization (482) to provide 
social, and recreational services. 



• The longer a ccd tar had been in operation, the more 
likely it was to provide educational services* 

• All types of centers were equall) likely :o offer family 
support services* 



• All centers were equally likely to provide vocational 
services, with one exception* Ft those centers 
operating within an uxnbr^rlla agency^ the types of umbrel- 
la agency was related to the provision of vocational 
services* Centers with non-profit, umbrella agencies were 
more likely to provide vocational services than centers 
operated by VR^ presumably because vocational services 
were already being offered by the umbrella agency* 

• Centers that subcontract with state vocational rehabili- 
tation agencies were more likely to provide cumtnunication 
services than VR agencies or direct center grantees* 

c Centers serving a rural area were less likely than those 
serving an 'irban area to provide attendant/personal 
assistance services* 
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STANDARD 6: INFORMATION AND REFERRAL 

The center shall provide Information and Referral to all inquirers 
including those from outside the center's target population. 

Ai Description and Purpose of Standard 

The rationale underlying this standard reflects the importance of 
acci^ss to inf brxhatibn and referral services for persons with disabili^ 
tiesi In addition to the varied types of direct assistance provided by 
IL Centers, persons with disabilities need information related to the 
issues, options and resources that influence their ability to achieve an 
independent lifestyle. 

Referral assistance is also essential since achieving independence 
often requires the involvement of a variety of agencies and community 
organizations. Under this standard, independent living centers are 
required to provide the information and referral assistance to any 
individual seeking to achieve or to learn about resources for indepen- 
de^'xt living. 

B. Summary of Achievement 

The Part B program has been characterized by extensive provision of 
information and referral services. Regardless of level of funding, 
oganizatiwnal structure, or location, most centers have provided this 
service. Over 80Z of the sample provided I & R services and over 60% of 
the consumer sample reported receiving I & R assistance. Comparisons 
across different types showed that although the majority of all types of 
centers provided I & R services, not all types of centers were equally 
likely to provide I S R. Centers with a majority of disabled board 
members were more likely to provide I & R services (89%) than those with 
fewer disabled board members (78%). Similarly, centers with a majority 
of disabled staff were more likely to provide I & R (90%) than those 
with fewer disabled staff (79%). Also, centers which were direct 
grantees were more likely to provide I & R ($6%) than those sub- 
contracting with VR (81%). 

Centers also established referral relationships with a wide variety 
of agencies which included vocational rehabilitation, primary care and 
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rehabilitation agencies, housing and transpdrtatibn agencies^ mental 
health and mental retardation agencies, and disability related organiza- 
tions. Centers vary in how they organize and deliver I & R services, 
with the major variation reflecting the extent to which I & R is fully 
staffed and supported by the development of a resource 1 ibrary or 
directory. Some Centers have a fully developed 1 & R system with staff 
specialists and centralized resource materials. Most centers provide I 
^ k through a more informal mode in which all service staff assume 
responsibility for responding to I & R calls. In both cases, I & R 
serves additionally as an intake mechanism for consumers seeking 
assistance. 



type s of Referral Relationships Developed by lQde4>e4Uien^4^i^ing 

In order to identify consumers in need of services and to provide 
appropriate referral assistance, centers have developed a network of 
contacts and referral relationships with other agencies. Referral ser- 
vices have also required that centers develop an information base about 
the various types of agency serviceis that are available to consumers in 
their service locale as well as an awareness of how consumers can access 
such services. The study examined the extent to which centers received 
referrals from certain types of agencies as well as the extent to which 
they made referrals to various agencies. 

Tht cammunity agency mail survey responses indicated that centers 
have established referral relationships with a wide variety of agencies 
— 75Z of the respondents indicated that their agencies refer consumers 
to centers^ and 56Z indicated that their agencies receive referrals from 
centers. The findings from the center mail survey indicated that the 
major sources from which over 602 of the centers received referrals were 
the state vocational rehabilitation agency, primary care facilities, 
mental health/mental retardation agencies, medical service providers, 
rehabilitation facilities, disability related organizations, and welfare 
or social service agencies. Centers most frequently referred consumers 
to such agencies as the state vocational rehabilitation agency, welfare 
or social service agencies, housing agencies, the social security 
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office, mental heal th/mental retardation agencies^ transportation 
agenciesi disability related brganizatidnsi and Medicaid. The extent of 
referral relationships reported by the centers is depicted iu table b*-6« 
There was some variation in referral relationships across different 
types of centers. Those with a higher reprissentat ion of individuals 
with disabilities on their boards were more likely to refer consumers to 
state vocational rehabilitation agencies. Those centers with a higher 
percentage of disabled staff vere more likely to refer consumers to 
other independent living centers. The larger the center, the more 
likely it was to refer consumers to state vocational rehabil itatica 
agencies and medical providers. 
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fable D-6 

ladepea^ept Living Center Referral Relationships 



Agency Type 


Receive 
Referrals 


A ztCS 

Hake 

Ref errais 


State Vbcatidnal Rehabilition Agency 


88. 


86.8% 


Primary Care Facility (hospital, nursing home) 


85.1 


44.6 


Mental Retardation/Mental Health Agency 


76.0 


77.7 


Rehabilitation Facility 


70.2 


^^6.1 


Ddcror or Medical Care Provider 


68.6 


53.7 


Disability-Related Organization 


67. S 


78.5 


Welfare or Social Service AGency 


67.8 


86.8 


Special Education Agency/Piogrm 


66.1 


37.2 


Agency for Aging 


61.2 


66.1 


Advocacy Group 


51.2 


62.9 


Private Vendors or Services 


48.8 


64.5 


Housing Agency 


47.9 


86.6 


Other Independent Living Centers 


46.3 


62.0 


Employment Agency 


38.8 


67.8 


Other Educational Organization 


35.5 


39.7 


Social Security Office 


33.1 


85.1 


Legal Service Organization 


33.1 


76.0 


Medicaid Agency 


3e.6 


7^.9 


Transportation Agency 


22.3 


79.3 


Business /Corporations 


14.9 


32.2 


liObbying Groups 


9.9 


18.2 


Other 




7.4 
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The center _6hall conduct act ivitied to r.ncrease community capacity 
to meet the needs of individual s with di&abiiitie», such as, out 
not limited to, the following: 

7.1 Advocacy and technical aissistance services to improve 
community options^ remove cbmipunity barriers^ and create 

J 1 access to public prbgraris 

7.2 Public information and education presentations, press) 

7.3 Outreach to consumers and service providers 

7 .4 ^® establish an act ive role iu the disabled 
community 

• I^es-C r 3l p t i.'^^j^ anjd'~ ^^^^ ^rpo3e b,f S t d a r~^l~ 

Standard 7 calls on centers to develop activities and services to 
expand community options for persons with aisabilit ies. Community 
activities may include advocacy, technical assistance, and public 'ufor- 
mat ion* Another method for expanding community opportunities is outreach 
to service agencies and other local organizations. As c result, more 
consumers can be referred to centers or participate in various activi- 
ties and services. Finally^ under Standard 7^ certers are expected to be 
active leaders in organizations of persons with disabilities or, if such 
organizations do not exist, help foster and provide leadership for a 
disabled community. 

B. Summary of Achievement 

On the erage, independent living centers devoted 25Z of their 
efforts to community-briented activities. Nearly one-third (31Z) 
allocated over 30Z of their resources to catalytic activities in the 
community. 

Of the community agencies surveyed^ 742 rated their local centers 
as highly effective advocates for persons with disabilities ("4" or "5" 
on a five-point scale), and nearly 56% reported that contact with a 
center led to an increase in their own efforts to create options for 
disabled persons. While the highest number of agencies (75Z) report 
they refer consumers to a center, the second most frequently reported 
relationship (602) is the receipt by the agency of technical assistance 
and information from the center. Centers' most frequently reported 
relationships were also coordination of service delivery with other 
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providers and prevision of information and technical assistance; 

While it ill difficult to assess th« results of center outreach 
efforts, consumer eurvey results show that 62Z of the consumers learned 
about centers from community agencies, indicating thrl other organiza- 
tions had been informed about cenfers and that they have seme degre^i )f 
confidence in them. Moreover, the overall distribution of center con- 
sumers by disability Epproximates the national distribution of disabili- 
ties among the population (see Standard !)• 

e. Fio dings 

Although centers report spending a significant amount of time in 
community activities (25Z on the average), site visit discasslons sug- 
gest that even thii figure may tend to underestimate center efforts 
devoted to community development activities. In smaller centers that do 
not have specific staff designated to comaiunity development activities, 
staff sometimes found it difficult to estimate the level of community- 
oriented activity. Also, because some centers are reportedly dis- 
couraged by their funding sources from allocating resources to coinmunity 
activities that are considered to be more appropriately spent on direct 
consumer services, these centers may not have a good system for docu- 
menting activities that are not client-oriented. In addition, some 
staff reported that they spend a great deal of their personal time 
representing the center in community activities — on boards, commis- 
sions and task forces — that they did not report in their estimates. 

Results concerning data elements 7.1 througL 7.4 of this standard 
are described in Chapter VII of this report, which covers centers' 
advocacy and technical assistance efforts^ public information activi- 
ties, outreach, and their leadership roles in the disabled communities. 
Chapter VII also details the types and frequency of center relationships 
with a wide range of other local agencies. 

Achievement of Standard 7.4, center initiatives to establish an 
active role in the disabled community, is difficult to measure. As 
reported in Chapter VII, site visits provided several examples of how 
centers created and maintained a sensis of community among disabled 
individuals. However, there are some other indicators ~ based on 



2B5 



D-61 



survey data of center impacts in this areai Firsts 202 of the con- 
sumers surveyed reported that they belonged to more community groups as 
a result of their contact with an indi^peadent livirg center; Centers 
reported that nearly I^20n of their consumers jjained memberships in 
community goveriiiiag boards, committees, and councils* They also 
reported that more than 2,600 consumers registered to vote. These 
results indicate that centers are involving more disabled people in 
community activities^ 
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Qual if Led disabled tndtv iduats shall be subst ant ial ly 
involved in the policy _ direction, decision-tnaking, service 
delivery, and management of the Center, and given preference 



as: 

8.1 Meinbers of Boards of Directors (at least 51% qualified 
-_ disabled persons) 

8.2 Managers and supervisors 

8.3 Staff 

A, Description and Parpose of Standard 

Standard 8 proposes that substantial consucaer participation in key 
managemetit, service delivery and policy-related roles comprises an inte- 
gral part of center practice. Historically, service systems involved 
with persons vith severe disabilities have been based on the assumption 
that prof ess idxlals can better identify the appropriate service needs of 
patients or consumers. Thus, individuals vith severe disabilities have 
often been excluded from participating in the definition of their own 
services. Standard 8 was developed with the intention of providing 
guidelines for consumer involvement in the articulation and actualiza- 
tion of independent living programming. It presents the further possi- 
bility of centers providing career opportunities and employment training 
for individuals with severe disabilities. Finally^ the active involve- 
ment of qualified persons with disabilities in center decision-making 
roles results in consumer exposure to a range of peer role models, a 
dynamic considered important in promoting independent living. 

B. Summary of Achievement 

Study findings indicate that there was considerable participation 
of persons with disabilities in key management, decision-making, and 
other staff and volunteer roles. On a five-point scale, centers rated 
the importance of consumer involvement at levels of (a) 4.0 in relation 
to controlling the policy direction and management of centers, (b5 4.2 
in establishing service priorities, (c) 3.7 in managing centisr opera- 
tions, and (d) 4.3 in participation in important staff roles. Community 
agencies surveyed confirmed center commitment by rating these same 
aspects as major emphases in local centers at an average 3.9 levels 
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Consumers indicated, with a mean response of 4.3, that persons with 
disabilities were involved in key ^enter staff and management positions. 
Thirty-two percent of consumers had assisted in center operations 
through paid or volunteer positions. 

Across all centers, persons with disabilities comprised: 

• more than half (52Z) of the total members of boards of 
directors ; 

• 72Z of advisory board members; 

• 62Z of center directors; 

• 51Z of total staff (including administration, direct 
service, support, and other staff); and 

• a majority (582) of volunteers. 



It should be noted, however, that at one extreme of the respondents 
surveyed, centers existed with few or no consumer representatives. 
Recruiting and training persons with disabilities who are highly quali- 
fied or have potential for skill development to fill key decision-making 
and staff positions remains a critical issue for centers. 

C. Findings 

Table D-S describes the relationship betweeu eight certer charac- 
teristics that are not specifically related to consumer involvement and 
four characteristics which are specifically related. Of particular note 
are the following: 

• a significant (at 0.1 level) percent (80. CZ) of free- 
standing centers report a majority of boards of directors 
members with disabilities; 

• 63e4Z of free-standing centers reveal an average score of 
4.4 or better (on a 1 to 5 scale) on independent living 
philosophy emphasis (at a .05 significance level); 

• more than half (57.02) of centers that are not direct 
grantees of Part B funding have a director with a 
disability as opposed to 32.0Z of direct grantee centers 
(significant at .05 level); 

• as annual budgets increase, the percentage of centers 



ERIC 2M 



D-55 



Table D-8 

ferlfttioaahip^ S^^veen — CotKua^r Partici pat ion in 
Center Qperationi and Other Centei Characteristic a 





1, 

Disabled 
Director 


Disabled 

Majority 
on Board 


l^isabled 
Majority 

on Sta4i^ 


It Philosophy 
Score 4.4-»- 
- (^ti-^cale of Hr^)- 












Free-atanding 


54. 9Z 


80. 6Z 


54. 9Z 


63.4Z 


Vithin Umbrella 


47.9 


16.7 


41.7 


31.9 


Direc t"""Grant 


* 








Tea 


32.0 


60.0 


44.0 


36.0 


No 


57. D 


54.3 


51.6 


35.4 


^^tai Aantifrl — Bttdi^ e t 




*-* 




1 


tela tban $173,000 


4B.6 


22.9 


40.0 


31.4 


$175,000 to $300,000 


50.0 


55.3 


55.3 


54.1 


More ehin $300,000 


51.4 

..... ... __ 


76.3 


42.1 


57.9 


Fflrt B &i X of Budget 










Leaa than 33Z 


60.0 


67.7 


35.5 


64.5 


332 - 66X 


45,2 


58. 1 


54.8 


51.6 


More than 66Z 


45.8 


37.5 


45.8 


34.0 


Years iu doe r at ion 


•itit 








Leca than 4 Years 


34.3 


51.4 


51.4 


39.4 


Five Years 


66.7 


49.0 


56.0 


58.8 


Six or More Years 


47 ,1 


55.7 




AR (s 
*fO . o 














48 .3 




JO .0 




No 


52.7 


57 .6 


•*o . 


.0 


State Service Area 










Servea All of State 


41.7 


62.5 


41.7 


50.0 


Serves Part of St&te 


54.2 


52.6 


51.0 


50,5 


Comaunit¥_ Devetopiaent 
as Z of Effort 






* 




19Z or teas 


44.4 


40.5 


29.7 


38.9 


20Z -30Z 


58.5 


51.2 


60.0 


51.2 


lit or More 


52.8 


66.7 


52.8 


63.9 



*ReliCibnship fignificaht at .05 Ifel 



**Relation»hip significant at .01 level 
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with a majority of persons witb disabilities on boards of 
directors and scores on center emphasis on independent 
living philosophy increaee (at .01 and 05 signir ic^ince 
levels, respectively) ; 
0 centers with less than 33% Part B funds as part of 
budgets show a majority of board members with 
disabilities and 64. 5Z report a 4.4+ independent living 
philosophy score, while lower percentages are shown jfor 
centers with 33-66S Part B, and even lower ones for 
centers with more than 66% in both categories (all at ,05 
level) ; 

€ a majority of centers (66.7%) that have beenin 
operation for five years report directors with 
disabilities while le.ns than half (34.3%) of "younger" 
and "older" (47.1%) centers have disabled managemient (at 
.01 level); 

• when centers indicate 20-30% as level of community 
development effort, 60*? operate with a majority of staff 
with disabilities. As efforts increase to 31% or lOOTe, 
51.2% of centers have a majority of staff with 
disabilities. As effort level decreases to 19% or less^ 
only 29. 7"? of centers report a majority of staff with 
disabilities (all at .05 level). 

Other findings related to consumer involvement in centers have been 
noted in Chapter VI of the main report, entitled Consumer Participation . 
It is apparent from these findings that consumer involvement remains a 
critical and sometimes controversial issue as centers grapple vith the 
dynamics of developing disability representation while ensuring that 
staff are fully qualified to piovide and manage quality programs. 
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STANDARD 9: PROGRAM AND FINAMCiAi PLANNING 



The center shall establish clear priorities through annual 
and three-year program and financial planning objectives 
which include^ but are not liniited to, the following: 

9.1 Overall center goals or mission 

9.2 WorR plan for_ achieving goals 

9i3 Specif ic object ives for numbers and disabilities of 

individuals to be served 
9;4 Service priorities and needs to be addressed 

9.5 Types of services to be provided and sorvice delivery 
procedures 

9.6 Annual, three-year, and alternat ''e budget projections 

A. Description and Purpose of Standard 

This standard is intended to promote sound organizational proce- 
dures. Its purpose is to create a clear expectation that centers will 
engage in annual and three-year planning activities that will contribute 
to the establishment e£ priorities and internal standards of account- 
ability. Under this standard^ centers are expected to have a written 
mission or goal statement, and are expected to develop specific work 
plans, service priorities and objectives, overall center service plans, 
and financial projections. 

B« Summary of Achievement 

The center mail survey requested information on nine program and 
financial planning procedures (see Table D-9). Survey results indicate 
that x r^/lly* centers followed the procedures relevant to the objec- 
tives of this suandard. Almost half of respondent centers used all or 
all but one of the planning procedures included in the survey, and 
almost three-fourths lised six or more. 

Host centers (82%) engaged in formal annual planning procedures. 
Site visit interviews revealed that center Boards of Directors generally 
participated in this process, in some cases taking the lead and in 
others following staff recommendations. Formal planning was often 
conducted in the context of applying for grants. 

Nearly all centers (97%) also reported the development of written 
mission or goal statements that reflect independent living philosophy. 
Based on site visit findings, it appears that most Board members, 
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Table D-9 

Percentage of Centers Reporting Vse oi Nitie 
Program and Ftnancial Ptanntng Procednres 



Procedure 


% of Centers 


Annual budget projection 


98Z 


Written independent 1 iving mission or goal statement 


97 


Written description of types. of services to be provided 
and service delivery procedures 


94 


Annual priorities and needs to be addressed 


92 


Annual planning procedures 


82 


Written work plans for achieving goals 


73 


Specific object ''i?es for numbers and disabilities of 
individuals ^ : oe served annually 


59 


Long-term budget projection 


35 


Three-year plan for services and consumers to be served 


27 
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administrators, and staff understood the independent living philosophy 
and its relationship to their center's overall goal. 

About 732 of the centers prepared written work plans with timelines 
for achieving objectives. These plans frequently were developed as part 
of grant applications for funds to provide new services. As researchers 
observed in the field, the quality of these work plans varied 
considerably. Some centers developed tasks^ staff assignments, and 
timelines in great deti:il, while others prepared rather perfunctory 
plans. 

Some centers reported during site visits that they consider 
defining specific objectives for numbers and disabilities of individuals 
to be served to be inappropriate for their programs, since their intent 
was to simply meet the demand in the local community. Thus, it is 
perhaps not surprising that fewer centers (59%) reported using this 
procedure. Many of the centers indicated during site visits that 
specific objectives typically were created only to meet grant require- 
ments, and are not widely used as a planning tool. In addition^ very 
few of the centers (27%) developed three-year plars for services and 
consumers to be served. 

However* nearly all the respondent centers (92%) prepared annual 
service priorities and identified needs to be addressed. These priori- 
ties often reflected the background of center personnel, the needs of 
the broad population with disabilities, and gaps in service provision by 
other provideri5. 

Nearly all centers (94%) also could provide written descriptions of 
their services and service delivery procedures. These descriptions 
frequently were in the form of brochures identifying each service and 
containing a brief descript: ^n of the center's service delivery 
philosophy. Some centers developed elaborate procedures manuals based 
on VR procedures, though in general manuals were not commonly founds In 
addition, most centers (88%) reported that they had written policies and 
procedures for Board and staff, which specified the roles and 
responsibilities of each* 

Annual budget projections were prepared by nearly ail centers 
(98%); however, many fewer (35%) conduct long-term budget projections. 
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Administrators reported during isite visits that funding opportunities 
change so frequently that long-term projections often are not usefuli 
Instead, centers must look for funding opportunities and take advantage 
of them whenever possible. 

C. l^ind^ags 

Little variability existed among centers in program and financial 
planning, ia that a high proportion of centers reported using most 
planning procedures. For those specific procedures which certers gene- 
rally did not follow (setting objectives for consumers to be served^ 
developing three-year plans for services provided and consumers served, 
or projecting long-term budgets)^ an attempt was made to determine if 
there were significant differences between centers which used the plan- 
ning procedures and those that did not. Of several center characteris- 
tics tested, only the length of time in operation proved to have a 
significant relationship with whether a center developed three-year 
plans or projected long-term budgets. Centers in operation for four 
years or longer tended to conduct longer-term program and financial 
planning. The percentage of disabled on a center's staff or Board, 
percentage of annual budget represented by Part B fundings service area, 
non-profit status, or organizational status (free-standing versus within 
umbrella) were not related to the three procedures discussed above. 

Centers, for the most part, complied with the objectives of 
Standard 9 by following specific procedures important for program and 
financial planning. However, it appears that generally only older 
centers engaged ia longer-term planning for services and for financial 
health. In addition, while there was relative uniformity in the extent 
to which cckiters do plan, field researc? revealed that the quality of 
that planning varied considerably. 
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STANDARD 10: ORGANIZATIONAL AND PERSONNEL MANAGEMENT 

the center shall use sound organizational and personnel man<^gement 
practices, 

10.1 Written policies and procedures for Board and staff which 
specify appropriate roles and responsibilities 

10.2 Job descriptions for all personnel, including volunteers 

10 .3 Clear lines of authority and supervision 
10*4 Personnel perfortnance appraisal and guidance 

10*5 Equal opportunity and affirmative action policies and 
procedures 

10.6 Staff and Board training and development 

A. Description and Purpose of Standard 

The organizational principles which comprise Standard 10 provide 
the foundation for the successful management and structuring of the 
centers. Research in organizational management has highlighted the 
importance of these basic principles which enhance communication between 
administration, boards and staff, delineate lines of authority, protect 
personnel rights, and encourage ongoing education and training of 
involved personnels Such dimensions of organizational practices are 
critical to creating an environment for successful service p::ovision, 
and thus, o-rerall center accomplishments. Standard 10 attempts to 
illustrate the basic components necessary for running the centers in an 
equitable, responsible^ and vell-organized manner. 

B. Summary of Achievement 

As Table D-10 shows, center survey response indicated that the 
number of standard personnel management practices present overall was 
quite high. Eighty-seven percent of respondent centers followed six: of 
more of the eight procedures includod in Table D-IO. The least preva-- 
lent practice was center-supported training and development of boards of 
directors and staff (73%)^ which perhaps reflects that a large number of 
centers at a fairly early stage of organizational development. 
Responses ranges from 88% to 100% on use of all other personnel manage- 
ment procedures^ indicating that centers are developing and maturing 
into well-run organizations. 
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Table D-10 

Percentage of Centers Repo^ctiftg Use-Qf -Eight 
Standard Personnel Management Procedares 



Percentages 



Written personnel policies and procedures 

Written job descriptions for all personnel 

Organizational chart shoving job responsibilities, 
authority, and supervision 

Center-supported 3taff training and development 

Written affirmative action and equal opportunity 
policies and procedures 

Written petsonnel performance evaluations at least 
once a year for all staff 

Written policies and procedures for Board and staff 
specifying roles and responsibilities. 

Center-supported Board training and d yelopment 



lOOZ 
lOOZ 

98% 
95% 

93% 

93% 

88% 
73% 
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A comparison was made between centers which have incdrpbrated board 
and staff training into management practice and those which have not. A 
crosstabulation reveals that board and staff training is significantly 
more likely to be found in centers which: 

• have a majority of Board members who are disabled (85Z 
versus 59Z of centers without a majority of disabled 
Board members); 

• are larger in size and have larger budgets (89% versus 
65Z of centers with smaller budgets); and 

• are free-stending agencies (84Z) rather than a part of an 
umbrella o: ganization (59%). 

bbservatidns from site visits substantiate the survey findings on 
center management practices. While many centers are still growing and 
developing personnel practices, most centers had written documentation 
of many of the practices available for perusal^ as well as evidence of 
implementation on a day-to-day basis. 

Personnel practices of centers within an umbrella, especially those 
that were part of state government, tended to be more formalized and 
highly developed, and at times were more rigid. In some cases, the more 
formal management practices acred to limit the number of staff with 
disabilities a center could recruit and hire, while in other cases the 
added structure worked to a center's benefit. One center reports that 
its management and functioning improved after it hired a new director 
who had previously worked in the state government and brought more 
structure to the center. 

Policy and procedures manuals were found in almost all of the 
centers (88Z)| primarily related to staff rather than Boards of 
Directors. All centers had written job descriptions which varied in 
detail by center and according to the position described. These can 
often become dated in growing centers, requiring frequent revisions and 
additions. One center inclur '3umer civil rights advocacy in every 

job description. 

Ninety-four percent of the srs had written EOP and affirmative 
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actidti policies and procedures. One center had a policy of always 
interviewing any person with a disability and promoted persons with 
disabilities from within. Many centers clearly preferred to employ 
persons with disabil it ieS| but did not have active recruitment or 
advancement mechanisms. Again, a tension existed in adherance to 
affirmative action practices as centers struggled to find a balance 
between level of qualifications and a preference toward hiring persons 
with disabilities who may not have the extensive employment background 
of non-disabled peers competing for the same position. 

Although 93Z of the centers incorporated yearly written staff 
evaluations into management practices^ service demands and center growth 
affected the systematic implementation of this practice. Centers which 
were part of uiubrella agencies tended to have well-developed systems for 
staff appraisals^ while developing centers generally provided feedback 
on a more informal, ongoing basis. 

The Centers for Independent Living;, Program as a whole appeared to 
be incorporating sound organizational and personnel practices into daily 
operations. These practices were often in a process of refinement and 
development, as centers continued to expand services to meet the needs 
of persons with disabilities. Board and staff training and development 
seemed to be the weakest area for most centers, especially among those 
who did not have a majority of Board members with disabilities. 
Finally, site observations suggested that centers that functioned as 
part of an umbrella organization in some cases had less flexibility in 
organizing and managing personnel^ while in other cases the presence of 
umbrella agency structure served to resolve many problems. 
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STANDARD 11: FISCAL MANAGEMENT 

the center shell practice sound fiscal management. 

11.1 Annual budget that Identifies funding sources, and the 
allocation of resources across services andact ivities 

11.2 Budget monitoring system and procedures for managing cash 
flow 

11.3 Annual audit by independent public accountant 

11.4 Resource development activities (e.g., grat»t development, 
securing fee-for-service agreexzients, business development) 
appropriate to achievement of objectives 

11.5 Determination of costs of services and activities (':btal 
program cost, cost by funding scurce^ service component 
costs, average cost per service and per individual served) 

A. Description and Purpose of Standard 

This standard probes whether centers have in place conventional 
practices and financial information systems which foster sotmd fiscal 
handling of funds received, adequate planning, and accountability to 
those governments and taxpayers which have provided the funds. Such 
practices should facilitate making financial reports and passing audits 
without difficulty. They should help the centers avoid problems in 
serving consumers in a timely fashion due to cash flow, and should make 
evaluation and planning more useful by permitting centers to understand 
the actual unit costs of services being proposed for delivery, and the 
costs of achieving different consumer impacts. 

B. S t ttii t tiary of ^ ch ieveme nt^ 

As Table D-11 illustrates, almost all centers uued fiscal manage- 
ment practices required by the first four data elements of Standard 11. 
The average number of procedures which centers had in place is nine, and 
only 352 used all or all but one of the 13 practices shown in Table D- 
11. Many centers needed improvement in determining costs of services and 
activities. 

Virtually all centers (962) reported having annual budgets that 
identified funding sources and the allocation of resources across ser- 
vices and activities. Indeed, 922 of the centers were consistently able 
to provide data the isurvey requested on total funding and the sources of 
that funding. The 82 of centevs that lack even such basic financial 
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Table D-ii 
Percentage of Centers Reporting Us£ 
of 13 Fiscal Management Procedures 



Procedure 


Z 


Budget monitoring system 


97% 


Total program cost 


9? 


Annual budget that identifies funding sources 
and resource allocation 


96 


Grant development 


96 


Costs by funding source 


95 


Procedures fot monitoring cash flow 


92 


Annual audit by independent public accountant 


86 


Fee-for-service agreements 


73 


Costs by service component 


63 


Computerized fiscal systems 


66 


Average cost per service 


49 


Average cost per individual served 


49 


Business development 


43 
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data should remain a policy concern, however. Almost all centers (97X) 
reported having a budget monitoring system in place, and 92% reported 
having procedures for managing their cash flow. Most (86Z) centers 
reported having annual audits conducted by an independent public 
accountant* 

Centers varied in their participation in different resource 
development activities. Almost all centers cmgaged in grant development 
(96Z). Interviews during the site visits revealed that because of the 
uncertainty of their funding bases from one year to the next, some 
centers were putting a disproportionate amount of effort into fund- 
raising. In some of these centers, direct services may have suffered as 
a result. 

The large majority (73%) had established f ee-f br-service agree- 
ments, including the development of copayment schedules or contracts 
with other agencies (VR> nursing homes^ health agencies, etc.). How-^ 
ever, not all these centers had the necessary information on the costs 
of their services to implement such systems effectively. 

A surprisingly large minority (37S) were engaged in business 
development. At last one center is seriously beginning to explore the 
revenue generation possibilities of for-profit businesses. Another 
center utilizes direct mail solicitation and membership drives. 

The degriee to which centers could determine costs of services and 
activities (total program costSj costs by funding source, service com- 
ponent costs, average cost per service and per individual served) was 
not as consistent as the other fiscal management practices. Almost all 
centers reported being able to determine total program cost (97%) and 
cost by funding source (95%), although only 92% actually provided total 
program budget information. 

Even a center without any meaningful financial information system 
could presumably add up total monies spent and divide the total by their 
overall c *^unt of consumers to determine the average cost per consumer. 
A better indicator of a center's financial information capability is its 
ability to report total cost for individual service components. Such 
data collection would appear to be the minimum prerequisite for doing 
cost analysis, yet only 63% of projects reported they could determine 
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co&ts by service component. 

Determining the cost per service unit delivered and the cost per 
consumer requires not ocly good financial data on expenditures by 
service component^ but also data on the actual amount of the service 
provided (e.g., numbers of consumers given a service, numbers of iservice 
units provided to individual consumers or overall). Many of the centers 
which could provide cost per service data apparently did not have cor-- 
responding systems in place for tracking clients and rervices. Thus, 
while 832 of the centere offering a service were, on average across the 
18 services, able to provide data on the numbers of consumers provided 
the service^ and 79Z could provide data on the units of service pro-- 
videc* less than half reported hieing able to determine costs per service 
unit (49%) or even per consumer (492). 

The center mail survey did not address i>ie actual quality and 
capability oZ the centers' financial management systems nor of coct 
performance, other than to ask center^^ to provide aggregatec" data on 
costs and services. Center directors were asked only whether various 
practices and systems were iu places Pretests of the survey and th-; 
Advisory Panel indicated that to ask for more detailed data was beyond 
the capability of most centers and would impose a i>erious time burden on 
those which could comply. The findings of the svrvey and the on-site 
visits have borne out that cautious nbte^ most centers canrxot provide 
detailed financial data of the kind needed to evaluate the costs of 
alternative service and client-targeting strategies and program goals. 

D. Findings 

Two different indicators of practice were used in exploring which 
centers were most likely to have good financial practices and systetrs — 
the centers' reported ability to collect cost data by program service 
area and generate data on cost p^r consumer. These indicators 
represented the kinds of data most iikely to be useful to managers in 
improving program performance. There was also enough variability across 
centers in their reported practice on thftse indicators so that analysis 
was feasible. 

Centers which were subcontractors to state VR agencies were sig- 
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aificantly taore likely to have good cost data systems than centers which 
were direct grantees. Thus, 562 of VR subcontractor centers had data 
systems permitting determination of cost by type of service, in contrast 
to only 232 of direct grantee centers. Similarly, 542 of centers under 
8tate VR ag.'jncies were able to determine cost per consumer, while only 
292 of direct grantees could do so. Both of these observations may 
result because some state VR agencies provided the centers with well- 
established information collection and reporting procedures or required 
increased accountability from the centers. 

There was a similarly strong relationship between the number of 
years of operation and the capability of a center's financial management 
systems^ 792 of centers which had operated more than six years could 
determine cost by service^ and 682 of these older centers could deter- 
mine cost hy consumer. In contrast, 322 of centers in operation less 
than four years could determine cost per service area, while only 272 of 
these centers could calculate cost per consumer. It would seem that the 
longer a center continued to operate^ the more likely its financial 
information system would become more refined and useful for cost analy- 
sis and monitoring. An alternative interpretation is also possible -- 
perhaps Centers lacking such financial management capability are more 
likely to lose their community support and funding^ and thus "go out of 
business." 

Centers which had computerized financial information systems were 
much more likely to be able to determine: cost per service (70% versus 
532 of centers lacking computerized systems), and were also more likely 
to be able to determine cost per consumer (552 versus 402). Fewer 
centers were able to measure cost per consumer, even with computerized 
fiscal systems, because tbis capability requires computerization of 
consumer and servic(2 data as well, and the latter is much rarer among 
centers than is computerized financial data. Sixty percent of centers 
had computerized their financial data, while 372 had computerized their 
consumer data and only 222 had computerized their service data. 

Financial management capability also appeared to increase when the 
budget of the umbrella agency was larger, the budget of the center was 
larger, a smaller percentage of the total center budget came from jPart 
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By and the total amount of Part 6 funding was smaller. Larger center 
and agency budgets make centers more able to afford good fiuanciai 
management iafbrmation systems: (including computex iratibn), and also 
increase the incentive for overseeing agencies to insist upon good 
finadcial monitoring hy centers. The smaller the Part B funding level, 
the more likely that a center is dependent on multiple sources of 
funding, which taay demand greater financial accountability by center 
marcgement. Other agencies overseeing a center also may be able to 
provide the center with financial information systems^ reporting 
formats, and management routines to strengthen the center's management. 

The standard and the various data elements are principally adminis- 
trative requireaxents, rather than performance standards, and normally 
would be required by regulation. There is no effective way to monitor 
tbe quality and use of financial systctos in place without the detailed 
program administrative reviews and audits that are custoiaary on a 
periodic basis with other federally and state-sponsored programs. The 
determination of costs of services offers the greatest promise of 
affecting center performance, but is the least prevalent fiscal manage- 
ment practice among centers. If each center developed its own cost 
accounting system for service components^ there would be major gains for 
center management and financial accountability. Such systems would be 
even more valuable if standard service categories and units of service 
were developed and adopted across the various centersc. 
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SliNDA^J)^ EVALUATION 



The Grantee and the centers shall conduct annual seif-eYatuatrons 
and shall maintain records adequate to measure performance on these 
Independeht Living Center Evaluation Standards, including: 

12.1 Documentation of the number and types of individuals served 
(age, disability or relationship to disabled individual, 
gender, living arrangement, ethnicity, services received) 

12.2 Pbcumentatidn pt the types, and units of services provided to 
individuals and the coaxn&unity 

12.3 Documentation of individual outcomes 

12.4 Documentation sf community independent Living impacts 

12.5 Client intake, service planning, and progress reports 

12*6 Management records, including financial, legal, 
administrative personnel, and interagency agreements 

12.7 Consumer evaluation of quality and appropriateness of th^ 
center program 

A. Description and Purpose of Standard 

The rationale for this evaluation standard is that centers which 
seek to be effective organizations and to find the be£:t ways to serve 
disabled people need to assess how well they are performing and how they 
might improve. This is more easily accomplished when the centers main- 
tain a basic minimum set of records which make assessments in terms of 
eacb of the standards possible. This particular standard, then, is in 
part justified by the existence of the other standards. 

B. Sucanarv of ^Achi^v^ient 

Almost all centers reported they were able to provide most of the 
documentation required by Standard 12 (see Table D-12-A). More than 
two'thirds of centers also report compliance with elements 12.3 and 
i2.4. However, the actual ability of centers to provide data suggest 
that the quality and accessibility of data being collected on consumer 
and community outcomes is somewhat less than centers report, there is 
also wide variation across the centers in the kinds of outcomes measured 
and the way in which such outcomes are measured, making any comparative 

analysis of center experience in achieving success with different kinds 

_ _ _ '_ _ _ . .1 

of cd'asumers or service strategies very difficult. Mbet centers are 
beginning to measure consumer outcomes, however, and not just consumers 
served — a major step toward improved management capability and 
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Table D-12-A 
Percentage of einters Reporting 
4he Ability fee ^ovide Nine Types or Documentation 



Jtocusteat a t ion 



Unduplicated number and type of consumers served 

Consumer intake records 

Consumer progress records 

Written consumer service plans 

Types and units of services provided 

Individual and community IL outcomfis 

IL goal achievement by individual clients 

Computerized client informatiofl system 

Computerized service system 



99Z 

98 
98 
96 
91 
75 
75 
37 
22 
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accountabiiity. Evaluation in its present form is still generally based 
largely on the clinical perceptions by staff and board memberc» oh 
whether particular practices seem effective or not. Systematic 
evaluation would not be feasible in most centers given the limited data 
on consumers) costs, and units of service available by service com- 
ponent. Consumer evaluation of services appears to occur informally at 
best, with few consumers directly acknovledgihg such participation. 
However, this could reflect a bias as consumers may not always recognize 
questions eliciting evaluative comments as being service evaluation* 
Disabled consumer perspectives on service appropriateness are also being 
provided, of course, by extensive participation on the boards and staff 
of centers. 

Virtually every center (99%) reported maintaining an independent 
count of the number of individuals with disabilities they serve. How- 
ever, only 78Z were able to report the total number of individual con- 
sumers over the last month for which data were available, or for the 
previous year, and nearly two-thirds indicated that they were estimating 
^he number of total consumers rather than reporting from exact records. 
One-third of the centers were imable to identify the disability of over 
20 of their consumers, and 202 had more than 100 consumers with unknown 
disabilities. Table D-12-B. lists the percentage of centers which were 
able to provide or estimate information on the number of consumers to 
whom they gave various services and the number of service units they 
delivered. Across centers, an average of 83% could report the number of 
consumers provided with a given service, while an average of 7 9% could 
specify the number of sezrvice units provided. A broader utilization of 
computerized data retrieval by centers might improve access to these 
types of statistics, as only 37% of the centers reported that their 
consumer records were computerized. Some centers cited lack of 
resources as a major barrier to improved data access, perhaps less in 
terms of the costs of computer hardware and software than in the staff 
time needed for training and implementations 

Almost all centers v91%) report documenting the types and units of 
services provided^ but as indicated above, these reports do hot always 
permit a center to provide data on service un'ts or consumers giveh that 
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Table D-12-B 

Percentage of Centers Reporting Lrveis of Services Provided 



: Tvoe of Service 


1 of Centers F 
# Consumers 


roviding Data on 

Service-Units- 


Must Cbnanonly Used Unit of Service 
— for^^nter Reporting Units 


Advocacy 


85Z 


762 


Hours (36Z; 
Contacts (332) 

15 oihutei (1 62) 


Independent li«iv7.ng Tritaiisg 


B5X 


812 


Hours K^yXj 

Contacts (172) 

IJ Btittutrea-U^) 


Peer Counieling 


SIX 


792 


Days (402) 
Minutes (262) 
~. —Rides/Trios ( 172) 


tegtl Services 


922 


67Z 


Hours (362) 
Contacts (362) 
15 minutes (142) 


Prbfettional Counseling 


86Z 




Hours (352) 
Contacts (352) _ 
15 minutes (t22) 


Other Counseling 


87T 
o / * 




Houra (45Z)__ 
Contacts (282) 


1 Housing Service! 




752 


Contacts. (332) 
Houri (272) 
J i5-mtnutea (182) 


Equipment Services 


S6Z 


77Z 


Hours (28Z) 
Repairs /Equipoef) : 
- toani ^20%) 
CbhtactJ (222) 
4^-mitmt^e» (162) 


Transportation 


77Z 


782 


Rides/trips (362) 
Contacts U^X) 

Heofi (152^ 


Recreational Services 


85Z 


o u^ 


Hours (362^ 
Contacts (222) 
_ _ 15 minuses (142)- 


Educational Services 


772 


772 j 


Hours 

15 mihutei (-^2) 
Concacta-(2U) 


Vocational Services 


832 


792 


Hours v.'*j*y 
.^5 minutes .(.'-J^^) 
Contflcta (132) 


Ccnisiunication Servicea 


812 


O L /m 


Hours <372) _ 

Contacts (262): 

15 minutes (172) 


Attendant Services 


852 


792 


Hj;urs (^32) 
ij minutes 

— Contat:ta-W77J 


Electronic Services 


912 


82;: 


l?_?^?^tes (272) 
uontacts_\27Z) 
Repsirs/Equipmeht 
Loans (182^ - 


Faaity Servicei 


392 


7^.2 


(412) 

nour s V ^ f ^ / _. . 
Contact a (-1*) 
15 minutes ^^^^) 


I & R Services 


73% 


822 


tlnntsirt» (412^ 

Hourl (24X) : .: 

1 5 minutes — 


Other Services 


652 


892 

2lM 


15 minutes (262) 
Houri (192) 
.Contacts (162)— 
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service. Table includes the three most cbmmbn types of units 

reported for each type of service used by at least lOZ of tbe centers. 
Almost 40 different types of units of service were identified from the 
surveys received. In some cases the service was being provided but the 
data simply not being collected. 

Host centers (75Z) report that they document the level of indepen^ 
dent living goal achievement by individual cdnsumerSi and that they 
issue an annual evaluation report documenting such individual outcomes. 
Again, however, for all but four of the 14 kinds of consumer outcomes 
probed in tbe survey^ less than a third of the centers could provide 
data directly from records. These data were missing altogether for ah 
average 14Z of the centers, and about half were unable to access the 
data they did have and thus bad to estimate outcomes. Difficulties in 
reporting data may have stemmed from the fact that most centers have not 
computerized their consumer records, but instead make periodic manual 
counts of cbhsumer outcomes to produce annual reports. 

As noted above^ 75Z of centers reported that they issued evaluation 
reports at least once a year documenting community as well as individual 
independent living outcomes and impacts. On average, 18Z of the centers 
were unable to provide data on specific community impacts when asked 
about a rauge of 18 outcome areas on the survey. Roughly half of the 
centers which did report numbers of impacts indicated th&t they were 
estimating the numbers cited. 

Nearly all of centers report maintaining consumer intake records 
(98Z), written const' '^er service plans (96Z), and consumer progress 
records (98Z). Again, most of these records are not computerized, 
requiring manual tabulations. This may explain why only 83Z of the 
centers offering a service were (on average across some 18 services 
ai^alyzed) able to provide data on the number of consumers receiving that 
service. 

No data could be uniformly collected on the development and use of 
key documents affecting the overall center^s operations, such as finan- 
cial, legale administrative, personnel, and interagency records. Field 
interviewers did not experience any particular problem in gaining access 
to such documents during site visits, though the design of the field 
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study did not require that such documents be consistently examined on 
site for availability and completenass. Field staff did gather a broad 
array of examples of different types of management records and docu- 
ments, these represent a range of approaches and degree of sophistica- 
tion. 

The center survey did not ask if centers routinely gathered con- 
sumer evaluations of servicps and center activities as part of center 
evaluation processes. However, the consumer survey did ask whether the 
disabled consumer had helped the center by evaluating services. Only 7% 
of the responding consumers reported such paiticipation iu evaluation, 

C. Fittdinjss 

Two indicators of compliance with good evaluation practice were 
chosen for use in statistical analyses: variables indicating whether 
centers issued evaluation reports and whether they documented consumer 
goals. These indicators were chosen because centers varied widely in 
the use of these procedures and because the measures had intrinsic 
substantive interest. Evaluation reports reflect ati brganizat ion's 
willingness to have its performance and evaluation capability reviewed 
by others in the community. Documenting consumer goals indicates 
recognition that different consumers will have different needs — - an 
approach particularly appropriate for independent living programs. Such 
docmentation also means that data will be generated which can be used 
for assessing performance in a systematic way. 

Organizational characteristics were tested in bivariate analysis 
for their statistical significance in relation to the use of the two 
evaluation procedures described above. However^ no statistically 
significant relationships were found, even at a .2 significance level. 
Method of receiving funding, budget size, years in operation, proportion 
of total funding from Part service area size, disabilities on staff 
or board, and free-standing status all made no difference in the use of 
these evaluation procedures. 

However, computerization was a major factor facilitating evalua- 
tion. Of those centers with computerised service data systems^ 92% had 
issued evaluation reports and 89Z had documented consumer goals, in 
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contrast to 70Z and 72Z, respectively, of those centers which had not 
computerized such data. Similarlyi 88Z of centers vith computerized 
consumer data systems prepared evaluation reports, compared to 67Z 
without computerized information; such computerization did not, however, 
make a statistically significant difference in centers* documentation of 
consumer goals. 
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APPENDIX E 



MULTIVARIATE ANALYSIS 



In this section^ ve shall Cry briefly Co sutiimatize some additional 
procedures and findings of che muIC ivar iace analysis. The overall 
procedure involved regression analyses vich separate and combined 
'•blocks" of variables. Hany different variables of conceptual interest 
and similarity were put into several different groups or "blocks." 

First i there was a "block" of variables representing organizational 
factors. This block consisted of measures such as: 

• whether or not the center was overseen by VR as a 
grantee; 

• whether the center was operating as a private nonprofit 
entity (or as part of such a nbnprbfif: entity)t or 
whether the center was being operated as p*art of a 
government agency; 

• the total amount of the center's budget; 

• the percent of total funding coning from Fart B; 

u whether there was a dj&abled Board majority^ a disabled 
center director^ and a high percentage of disabled staff 
in the center; 

• the extent to which the overall philosophy of the center^ 
summarizing across a range of questions^ reflected a 
consistent disabled consumerist orientation; 

• whether the center was serving only a part or the vholev 
of a state; 

• how long the center had been operating; 

• various measures of the quality of the financial manage- 
menti evaluation^ and program planning capabilities of 
the center; 

• the proportion of center resources which the center was 
choosing to expend on achieving community change, rather 
than on direct and I&R services to individual consumers; 
and 
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• the proportion of overall consusiers who received drily 
indirect information and referral services (I&R} as a 
proxy for the direct servicws orientation of the center's 
overall program strategy. 

These variables clearly are somewhat interrelated, though the particular 
measures chosen were selected ir each analysis to minimize multi- 
collinearlty among the different variables. 

A second block of variables that was assembled consisted of ser- 
vice t^r^ . that it, measurei? of the specific services received by 
individual consumers. This block included taeasures such as: 

• measures of whether or not consumers had received a 
particular type of service (when the consumer respondents 
were being analyzed), or whether a type of service was 
offered at a center (when the 121 centers w*:^re being 
analyzed). In all, 16 types of services were analyzable 
with the consumer survey, and 18 types with the center 
survey* In the analyses of the 121 centers, these vari- 
ables were the only variables in the services block: 

• measures of the intensity of overall service provision to 
the consumer proxied by the nrmber of contacts the consu- 
mer had with the center; 

• whether the consumer was b^ing terved at the center ana 
in pergonal interaction with the enter staffs or whether 
the consumer was being served incipally at home or 
through phone contact; 

• the total length of time during which the consumer had 
participated in and received services from the center" 

• whether the consumer, in addition to receiving 6ervices> 
had been a participant in the center's administrac ion, 
delivfery, or evaluation of its services; 

• whether the consumer hnd been served by center staff who 
were disabled and whether the consumer and center staff 
had shared the same disability; and 
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• whether the consumer had a single case manager to help 
coordinate and expedite services, or, alternatively, had 
been served by many different staff over time, 

the degree of intercorrelation among these variables was not as high as 
might be expected because most centers offered a wide array of services, 
and most consumers typically would only need a few of those services. 
The largest intercorrelations were among the so-called "core services" 
(as defined in Standard 5) but even there, correlations between pairs of 
services rarely exceed .20 in the consumer data and .30 in the cencer 
data; the intercorrelations among mojt services is below .10. 

The third block cf variables consisted of character is tics of the 
cli»>nt8 or consumers. Variables in this block included: 

• the primary disability the individual, e.g., visual or 
hearing impairment, mental illness or retardation., ortho- 
pedic or other. With the analysis of the 121 centers, 
these measures of disability were the only variables in 
the "consutaer characteristics"' block. To avoid over- 
determining the equations, the orthopedic disabled group 
was used as the baseline (omitted) category; 

• a summary measure of the severity of the disabilities 
possessed by the consumer (inr. lading, amoag other 
assumptions, that SSI recipients were always severe). 
The tise of the SSI assumption could lead to an inter- 
pretation of this variable as a measure of income dis- 
incentive for the individual in trying to achieve employ- 
ment gains; 

• the age, sex, and minority racial status of the indi- 
vidual consumer; 

• how long it had been (in years) since the onset of the 
disability^ as a measure of how long the individual had 
bad to become socialized to living with the disability 
and the dependency often associated with such socializa- 
tion; 
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• the residential setting of the individual at the time of 
entry into the center services — explicitly whether the 
individuals were living in any kind of supervised set- 



ting, or with parents^ rather than living in the comiDun- 
ity by themselves and without parents in the household; 

• whether the individuals had any past history of employ- 
ment, as a measure of past skills learned for community 
integration and work; 

• whether the individuals had completed the survey them- 
selves or had had to have a parent or friend complete the 
survey, as a proxy for the risk that the questionnaire 
responses being interpreted as coming from the consumer 
might actually be the opinion or perception of some other 
nondisabled associate with all the possible biases and 
nonvatidity that might thereby arise; 

• whether the individual was a current or former VR program 
client, and thus might be receiving supplemental 
rehabilitation services outside the center. T^is measure 
also may be proxying for the individual's motivation and 
overall feasibility of achieving major goals in indepen- 
dent living, since VR counselors informally appraise 
applicants for rehabilitation feasibility prior to accep- 
tance for VR services and even prior to center referral 
for further diagnosis and evaluation; and 

• whether the individual's motivation for seeking services 
was to increase their independence, rather ::han simply 
maintaining their current level of independence. 

Again, there was relatively little intercorrelation among these factors, 
in part because such a small percentage of center consumers had any 
past employment history. 

The above blocks of variables measuring organizational factors, 
service factors, and consumer characteristics were used in regression 
and analysis of covariance to assess their influence on a variety of 
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dependent variables iaeasuring pt-agrari^--ai3H3 -ebn-s^u^^r- HP-urt^-o^me-s , The 
dependent variables obtained from the i2i center survey include; 
Measures of Consumer Impacts : 

» the total number of individuals assisted ^^ith housing 
tnodif ications as reported by the center; 

• the total number of individuals assisted ^ritti transporta- 
tion system modifications and adaptations of the trans- 
portation barriers confronting individuals, reported by 
the center; 

• the total number of individuals assisted in finding 
attendants as reported by the center; 

• the total number of Individuals receiving training ir* 
shopping skills (as an indicator of training in indepea-- 
dent living skills), as reported by the center; and 

• the total number of individuals placed into or obtaining 
employment, as reported by the center. 

Measures of Communitv Impact : 

• the total number of professionals in the community who^n 
the center reported as having provided training con- 
cerning tb^ special needs of the diaabled, as a measure 
of community system impacts not necessarily related to 
specific consumers. 

Measures -of -Goa^-Per^orman 

9 the calculated cost per consumer provided direct services 
by the center. It is important to note that uniquely 
with this outcome measure, in contrast to th^ other 13 
outcome measures analyzed, a positive (^) relationship 
for a variable is actually an u ndesirable outccaic^, indi- 
cating that costs increase when this variable is present 
or measured. Tbus^ in describing impacts for variables, 
positive associations will be described ia tht text as 
"negative outcomes." 
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The oufcome tneasiures used for the consuicaer resf^ondents are all measures 

of cocsuner iiapscr.. They include; 

vhiBth^r ihe individual bad experietceO a move toward a 
laore Icdepend^nt liv-id^ situation in the commupity; 

• wh^^ther the individual had experienced any of a series of 
situatibn^l improvenents in a taore independe'sat living 
situatioii, educatibtii eBrp'loy^ertt , transportation or 
iz^cotue, aud the total number of such improvements 
reported by the indiyidual; 

« vhet'^fsr th^ individual had experienced any of a series of 
personal and psychological gains, and the total number of 
such ^zim reported; 

• whether the individcat reported receiving any of a series 
of aids, benefits, and services through assistance from 
the center, asid the tot^l number of such benefits 
reportei: ; 

• whtjtlier the individual had reported j&ny of a series of 
gains in knowledg^f coucetning independeat living ^.nd 
program benef it5> and the total number of such gaios in 
knowledge reported; aad 

^ whether the individual overall reported that: he/she had 
been helped in living more independently by the center* 

The v5;riou8 outcome measures are jsurprisingly not particularly 
correlated vith each other, as Table itidicates. The different 

independent living outcomes are very different from on^^ another. Consu- 
mere who pursue sone outcomes xaay find other possible outcomes irrele- 
vant to their needs or, alternatively^ still of high priority* The 
relevance of different outcomes will depend on a consumer's particular 
situation and needs* Given thia pattern, it is net surprising that 
Variables will prove positively correlated with some outcomes, but 
negatively or noncorrelated with other outcomes. Outcome measures repre- 
sent very different goals for conBUi»ers; the factors influencing 
successful impacts for the program upon some outcomes may be unrelated 
altogether to the program*s helping achieve j^ome other outcome. Indeed, 
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Table E-1 

intercorreiation Among Ontcome Measures 



Cent^^^ MajJ. Survey Outcoaes 





(H) 


(T) 


(A) 


(S) 


(J) 


(CT) 


($) 


(H) Bousing 1.006 


.496 


.312 


.053 


.077 


-.077 


.108 


(T) Transportation 


.'m 


1.000 


.225 


.356 


.089 


-.155 


.121 


(a) Attendants 


.312 


.225 


1.000 


.056 


.305 


-.028 


-.091 


(S) Shopping 


.053 


.356 


.056 


1.000 


.188 


.067 


.066 


(J) Jobs 


.077 


,089 


.305 


.187 


1.000 


-.116 


-.022 


(Cf) Communications - 


.077 


-.155 


-.028 


.067 


-.116 


1.000 


.C70 


($) Costs 


.108 


.121 


-.091 


.066 


-.022 


.070 


1.000 


Consumer Mail Survey Outcomes 
















(R) 


(I) 


(P) 


(SKL) 


(A) 


(K) 


(IL) 


(R) Improvtid Residen- 
tial Situation 


1.000 


.538 


.241 


.186 


.104 


.191 


.259 


(1} Situational 
Improvements 


.538 


1.000 


.430 


.433 


.283 


.447 


.184 


(P) Personal/Social 
Changes 


.241 


.430 


1.000 


.575 


.332 


.499 


.255 


(SKL) Gains in Skills 


.186 


.433 


.575 


1.000 


.492 


.721 


.268 


(A) Aids, Services 


.104 


.283 


.332 


.492 


1.000 


.457 


.178 


(k) G&ine in Knowledge 


.191 


.447 


.499 


.722 


.457 


1.000 


.266 


(IL) Perceived Gain in 

Independent Living .239 


.184 


.255 


.268 


.178 


.266 


1.000 



^Pearson Correlation Coefficients 
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it will sometimes prove true that when one outcome is relevant to a 
consumer, another outcome will ipso facto be not relevant to a consumer^ 
and thus a service which positively contributed to the first outcome 
will appropriated not be provided to consumers having the other outcome 
as a goal. Thus, for example, the vocational services that might 
facilitate a consumer's getting a job are precisely the ones that would 
tidt be given a consumer seeking to move from an institution to a more 
supervised but community-based residential setting, because the latter 
consumers are not feasible for emplDynent. 

In doing analyses, the center outcome measures are run with the 
blocks of organizational characteristic^, center services offered^ and 
diaabilities of consumers served, both separately and in combination, 
with the degrees of free iom somewhat hampered by the limited sample size 
of centers. A "short form model" was also tried where the model had a 
more limited nui^ber of independent variables in each blocks and which 
was to be used when the blocks were being analyzed in combination. Bat 
analysis indicated no particular statistical gains with the short form, 
and it was dropped. 

The consumer outcome variables were also run with the three blocks 
(center characteristics, services received, and consumer characteris- 
tics), separately and in combihatiibn, but the degrees of freedom were 
less constrained because of the almost 1,000 consumers for whom data was 
available on each variable, it should be noted, however, that since all 
the consumers are drawn from a su^sample of 36 centers, the organiza- 
tional variables in the consumer outcome analyses pertain solely to 
those 36 centers. 

^riance Petition ing Ana 4y^ing-Qve^^^ locks of Variables 

In order to understand the larger influence of the conceptual 
dimensions underlying the various blocks of variables above organiza- 
tional factors, services^ and consuxper characteristics, we used variance 
partitioning procedures. This involves runhiag blocks separately and in 
combination, looking at the overall variance explained (principally 
using the coefficient of determination, i.e., R-«jquare), and then 
sorting out how much of the variance explained is due uniquely to a 
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particular conceptual dimension and how much is z.iaxed across dimen- 
sions* 

the need for this kind of analysis vitb the blocks described above 
is ultimately laid out in the conceptual model at the outset of the 
report. It is logical to assume that the organizational characteristics 
of centers may influence both the kinds of consumers they choose to 
serve and are able to serve. Such organizational characteristics 
similarly may influence the service strategies adopted by the center, 
and thus affect the service mix offered* The characteristics of the 
consumers who become center cdnsuiners should also be influencing the 
kinds of services provided; the type of services a particular consumer 
received ideally would be tailored to their particular needs rtnd to the 
goals of that consumer for particular independent living improvements. 
Outcomes should be influenced by all three of the conceptual dimensions, 
both directly and indirectly. 

"Indirect" influences may need some explanation. It may thus be 
true, for example, that centers which are well run (e.g., have certain 
organizational characteristics) will select the right mix of services to 
offer, so that consumers are well served. The influence of the good 
management of the center on outcomes could thus be captured in statis- 
tical analysis by analysis of the impact of the services provided upon 
outcomes. To the extent that the right services are prescribed for 
consumers and are competently delivered with high quality because of the 
organizational characteristics of the center, this would be an "indirect 
influence" of the organizational characteristics. 

"Direct" influences would take other forms. By having many dis- 
abled staff or a disabled director or Board majority, the center might 
have more understanding of how to work with the disabled, might inspire 
consumers with the role models presented by staff, might increase consu- 
mer motivation to succeed, and might be more aggresisive in pushing for 
community change to accommodate the consumer. Or somie kinds of centers 
might be more effective in inducing other community agencies to provide 
services to consumers or to change their ways of operation to accommo- 
date the needs of the disabled. Such important influences on the 
community and ultimately on the outcomes achieved by center consumers 
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might thus not come at all through direct center services to the consu- 
mer or even through the direct interaction of the organization with the 
individual consumer. 

Some researchers mistakenly focus only on the unique contribution 
of services to outcomes, e.g., the impact once consumer characteristics 
are controlled. This approach is tantamount to assuming that if the 
services were not provided, the outcomes would still be achieved solely 
because of the consumer characteristics. A major bias is thereby 
created against finding services to be of use to consumers, th^l: is as 
distortive as the common program claim that all outcomes are due solely 
to the intervention of the program's services. 

Variance partitioning is an analytic procedure that seeks to iden- 
tify what portions of the variance "explained" by different conceptual 
factors are unique to those factors and what portions are shared with 
other factors. The total explanatory or predictive power of a factor is 
the sum of its unique and shared variance explained, it represents the 
"maximum" causal influence of a factor. The "unique" contribution to 
variance explained represents the "minimum" causal influence. Only 
theory and not any form of statistical treatment can allocate "shared" 
contributions to variance explained among the different factors 
involved. 

We use the term "causal influence" cautiously because this study 
does not include an experimental control group. The use of regression 
analysis does provide a quasi-experimental design, however, given the 
large numbers of consumers involved. The regression analysis basically 
compares the outcomes of consumers who received many services with those 
who did not receive a service at all, controlling for many other 
factors^ so that the consumers are maximally comparable. It is reason- 
able to expect that receiving more services should make some difference 
in outcomes. 

Table E-2 sorts out the influence of the "organizational factors" 
and the "services" blocks of variables. (The variance explained by a 
block is the sum of its unique and its shared contributions.) Organiza- 
tional characteristics as a separate block can account for or "explain" 
between 27% (training professionals) to 582 (housing) of the variance in 
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impact of Senice and Greanizational Factors 



On Consumer Outcomes 



OutcGirMeawr€ 


lof Total. 

come Explained by 
Combined Factors 


Distribu 


tion of Ixplans 
I of Variance 


loty Power: 


Uniquely by 
Senices 


Fxnlsi'npH 

Uniquely by 
Org. Factors 


^UOL vV Vlpblf ecu 

Senice and 
Ore. Factors 


Center-Reported Outcomes (K " 121) 










Obtained Housing Hbdificatibns 


74.72 


16.72 


45.12 


12.92 


Learned to Use Transportation 


47.5 


IS.i 


29.6 


2.4 


Obtained Attendants 


51.1 


1 A 1 

19.1 


3i,6 


6.4 


Learned Shopping/Houaehold Skills 


51.8 


20.7 


31.3 


1.7 


Obtained Employment 


74.6 


36.2 


32.7 


5.7 












Disabilities 


46.4 


19.3 


23.6 


3.5 


Cost Per Consumer Sened 


53.0 


8.4 


42.2 


2.4 


Consumer-Reported Outcomes (N ■ 990) 










Independence. of Current 










Residential Situation 


8.9 


6.2 


2.1 


0.6 


Situational liproveiiients 


26.3 


26^6 


2.3 


3.4 


Personal/ Social Changes 


31.3 


24i3 


1.9 


5.1 


Gains in Skills 


39.1 


29.0 


1.9 


8.2 


Aids, Benefits, Services 


36.2 


27.8 


1.8 


6.6 


Gains in Knowledge 


37.6 


29.4 


2.1 


6.1 


Client Self-Perception of 










Increiased Independence 


15.1 


ii.4 


3.6 


8.1 
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the different center survey outcomes, but from only 3Z (residential 
gains) to lOZ (skills) of the consumer survey outcotnes.l The services 
variables explain between liZ (costs) to 4£Z (employment) of the 
variance in center outcomes^ and from 7Z (residential gains in indcpen^ 
dence) to 37Z (skills) of the Variance on consumer outcomes. Combining 
the variables, the notal variance explained ranges from 9Z (residential 
gains) to 7SZ (housing and employment). 

With the consumer data, the services block explains three to four 
times more of the variance it outcomes in separate analysis than does 
the organizational block; the unique contribution of services is ten to 
20 times as great as for organisational characteristics. In the centers* 
data, the amount of variance explained (total and unique) is large for 
both blocks, although usually the organizational block explains more of 
the variance in outcomes than the services block and sometimea much ^cre 
(housing, costs). In shorty both blocks of variables provide consistent 
and powerful explanations of the variation in outcomes across centers 
and consumers, but the impact of services is far greater with the consu- 
mer data. 

The variance partitioning also reveals, however, that the degree of 
intercorrelat ion among the two blocks of variables is not that high. 
One way of seeing this is to look at the percentage of the total 
variance explained which is "shared" by the two blocks in combination 
(Table E-3). This percentage is always less than 22% of the total 
variance explained, and for more than half the outcome measures, less 
than 8%. 

These patterns imply several things, consistent with the analyses 
earlier in the report: 

• organizational factors are not that important in 
influencing the mix of services offered at a center and 
provided consumer Si Rather, most centers are offering a 
diverse array of services, and are tailoring the services 
delivered to consumers' particular needs. This suggests 
that there sreally is an emergent model of what an "inde- 
pendent living services program" should look like in a 
community. 
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Table E-3 



Across Blocks of ServieeT^rganizational. and Cops umer Variab lea 



Outcome Measure 


Z of Total Variance 
Explained by Center 
Factors Which is 
Shared Between 
Services aiid 
OrK. Factors 


Z of Total Variance 
Explaiaed by Center 

And ConRinn^'r lI'flrt'nTR 

Which is Shared 
Between Center and 
Consumer Factors 


Cent er^Renor t ed Outcomes 
(N - 121) 




j 


Obtained Housing 
Hbdif icatiob 


17. 3Z 




Learned to Use 
TransDor tation 


5ii 


8.3 


Obtained Attendant 


b.i 


12.9 


Learned Shopping/Bousebold 
Skills 


3.3 


35.1 


Obtained Eaiployinent 


7.6 


54.2 


Profesional training 
about Disabil it ies 


7.5 


6.5 


Cost Per ConfiimK^r Served 


4.5 


4.2 


Consuiner^ReDDrt-PfL Hiit cottiPiB 

WW M 0 Mill W& *X W W-& -V-C \J -WAA k WWUl W O 

vM - 990) 






Independence. of Current 
Residential Situation 


6.7 


5.6 


Situational Improvements 


12.9 


22.8 


Personal/ Social Changes 


16.3 


20.3 


Gains in Skills 


21.0 


19.4 


Aids ^ Benef its ^ Services 


18.2 


12.9 


Gains in Knowledge 


16.2 


17.4 


Client Self-Perception of 
Increased Independence 


0.7 


10.9 



^Center factors combine organizational and service blocks of variables. 



9 the numbers of overall outcomes reported by centers 
appear to be influecced by organizational factors, but 
this influence is much veaker when individual consumer 
outcomes are analyzed. This is most likely due to the 
smaller number of centers yielding organizational charac^ 
teristics to the analysis vith consumer data (N « 36) as 
compared to analysis with center aggregated data (N» 
I2I). But it also raises the question of whether the 
center^level outcome variables are really measuring out-* 
comes, or whether they are measuring the centers' 
reporting systems. While organizational factors do make 
a difference in terms of consumer outcomes, it is a much 
smaller and less important difference than is made by the 
actual services provided by the centers* (On the other 
hand, the impact of organizational factors upon consumer 
outcomes is directly comparable in magnitude to the 
impact of consumer characteristics); 
• the services provided cons^utaers have a very large 
influence on consumer outcomes. While this might at 
first seem obvious, it should be emphasized that most 
evaluation studies using comparable kinds of data and 
methods do no'^ usually find such a significant influence 
for services. In many evaluation studies with large data 
sets, the diversity in services received by consumers is 
not as great as appears to be the case with the center 
program aad the variation in outcomes with types of 
services has been much less. This suggests again that 
the centers tailor services according to the ind ividual 
needs of consumers, rather than simply offering a fixed 
array of services to all consumers,. 

Given the diversity in services and the high amount of variation in 
the outcomes explained by services, one might anticipate that there 
would also be a high intercorrelation between consumer characteristics 
and services. When this happens, it is frequently inferred that the 



ERIC 




E-15 



influence of services is really just a mask for the influence of consu- 
mer characteristics. That is^ certain kinds of consumers tend to do 
well and to improvev The services may just be indirectly reflecting the 
kinds of consumers being served, such that when consumer characteristics 
are controlled, the marginal contribution of services to the variance in 
cutcbme» which is explained becomes trivial. In this context, analysts 
often wonder whether had a true experimental design with control groups 
been feasible, it might have been found that the consumers even without 
services would still have done well. 

To examine the influence of consumer characteristics, another round 
of variance partitioning was performed, this time sorting out the 
influence of consumer factors as a block of variables and the combined 
blocks of variables connotating services and brganizatidtial characteris- 
tics. We will refer to the combined blocks as the "center factors," 
Table E-4 presents the results of this variance partitioning. 

One iinmediately observes that consumer factors explain, by them- 
selves, & very small proportion of the variance in dutcdtnes for all the 
outcomes measured with consumer data and for most of outcomes measured 
with aggregated center data. For most of these outcome measures, consu- 
mer factors explain lens than 12Z of the variance. Only with two and 
perhaps three center outcome measures, however, are consumer factors 
important predictors, and then only when shared variance is considered 
as well: with the meaisures of individuals placed in jobs vR-square of 
7.3 unique + 44.4 shared " 51.7% of variance in the outcome), indivi- 
duals ^'TAught shopping skills (31. 3Z), and individuals provided with 
attendant s (14.6Z). 

That these three kinds of outcomes at the cen t e r l evel were pre- 
dicted by consumer factors, but not the other outcomes, makes sense, 
because they are the center outcome measures precisely where one would 
expect service needs to be very differentiated. Other center outcome 
measuree — housing, transportation, community prof essidnals trained, 
cost - may be either genericaliy important for most consumers (e.g.^ 
finding an accessible house or having transportation arranged) or are 
not that related to consumer factors at all (e.g., general training 
efforts of other community professionals, the costs of running a 
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Table hk 



MM of Gcflter* and Consumer Factors on Consamer butcomps 



Outcoi€ Meafiir^ 


t, or Total 
V.;riance in Out- 
cone Explained by 
lomDineo Factors - 


Distribution of Explanatory Power: 

X ot Varianie — 


Explained 
Uniquely by 
. Center Factor* 


Explained 
Uniouelv bv Con- 
Hsumer Factors 


Shared Between 

Centpf find flnn- 

sumer Factors 


Center^Repbrted Outcomes t'N « 121) 










Obtained Housing Modifications 


78.32 


71.151 


3.62 


3.62 


Learned to Use Transportation 


50.D 


Hjf 1 


A - r 


4.4 


Obtained Attendants 


58.2 


43.6 


7.1 


7.5 


Learned Shopping/Household Skills 


61,5 


30.2 


9.7 


21.6 


Obtained Einplopent 


81.9 




7.3 


44.4 


Professionals Trained About Disabilitiea 


49.6 




A 4 

U.l 


3.2 


Cost Per Consumer Served 


54.9 


jU./ 


1.9 


2.3 


Consumer-Reported OutiMe* (N « 99(1) 










Independence of Current 










Residential Situation 


12.4 


8.2 


3.5 


0.7 


Situational Improvements 


31.2 


19.2 


4.9 


7.1 


Personal/ Social Changes 


32.5 


24.7 


1.2 


6.6 


Gains in Skills 


42.2 


30.9 


3.1 


8.2 


Aids, Benefits, Services 


38.0 


31.3 


1.8 


4.9 


Gains in Knowledge 


41.3 


30.4 


3.7 


7;2 


Client Self-Perception of 










independence 


17.5 


13,2 


2.4 


1.9 



*Center factors combine organizational and service blocks of variables. 
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program). It must be admitted, however, that these weak outcome 
relationships would hot readily have been p riori assumed at the 
outset* ThuS| one might well have initially expected that certain kiuds 
of consumers (e.g., those in wheelchairs or the blind) would find 
housing or transportation needs more burdensome than other kinds of 
consumers. 

A second explanation of the low explanatory power of consumer 
factors with ^Ue center outcome data may be simply that the only kinds 
of consumer data available at the aggregated level for centers was dat^ 
on the consumer's major disability. While that variable is highly 
explanatory in the context of VR, it may be that centers are generally 
serving such severely disabled consumers that, regardless of the type of 
disability^ difficult problems are being presented. More consumer 
information might thus be needed in the centers' analyses than the type 
of disability to infer the relative difficulty or type of problems being 
presented. Yet, when such additional data oh the dii^ficulty associated 
with the disability is provided, as in the consumer survey, the overall 
explanatory role of consumer factors still remains small. 

The sorting of the relative explanatory power of the consumer and 
center factors blocks of variables surprisingly indicates also that 
there is little shared variance explaihed. Table E-4 ihdicates that for 
each of the consumer outcome variables^ where the data on consumer 
characteristics is far richer and more extensive^ the percentage of 
variance explained in outcomes which is shared by the two blocks of 
variables is less than 9%.. For most of the center outcome variables, 
the percentage is below 8Z. The shared variance is high with the 
shopping (22%) and jobs (44Z) outcome measures. For shopping outcomes, 
the shared variance is much less than the variance explained uniquely by 
the center factors. Table shows that the percentage of the overall 
variance explained which is due to shared variables is usually less than 
23Z# What is notable and consistent with decades of research on voca* 
tional rehabilitation is that the issue of shared variance is greatest 
by far with the jobs outcome measure. Few consumers in the Centers for 
Independent Living program obtained eL.ployment, but for those who did| 
there was a strong interaction between the individual characteristics 
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and the services received in explaining the biitcdme. Everi there, how- 
ever* the center factors uniqoely were able to account for 3dZ of the 
jobs outcome variance, half the total variance explained* 
the larger implications of these patterns include: 
o center factors and especially services are highly and uniquely 
important in shaping the outcomes reported by consumers in the centers 
for Independent Living program. (We emphasize services because the 
earlier variance partitioning shoved services to be much more powerful a 
predictor of outcomes than organizational characteristics.) Though 
ultimately any rigorously definitive test of this conclusion requires a 
study using experimental design and control groups, the customary high 
correlation between consumer characteristics and services does not arise 
foi he centers. Had this been true, one might question whether the 
effect of services may be just masking the effect of consumer charac- 
teristic8« This strong and unique contribution of the services varia- 
bles to explaining the variance in outcome variance in the center 
program is quite different from the patterns found in comparable appli- 
cations of this methodology to large-scale national program evaluations 
for other populations and services. In analyzing VR services for the 
disabled, long-term care services for the aged, protective services Jor 
fatttilies and children, manpower serviceo to the unemployed and dis- 
advantaged, we have always consistently found a high degree of inter- 
correlatibn among consumer characteristics and services. Ultimately, 
experimental design was needed in those program areas to sort out the 
true influence of services. With this program, however, since the inter- 
cbrrelation is low* the services do appear to have consistently 
important impacts on whether higher levels of outcomes are reported by 
consumers • 

• The lack cf high correlation between the center and consumer 
factors blocks also indicates that^ while there is a large diversity of 
services ^^ithin centers and a large diversity of services given consu- 
mers, there has not yet emerged a common service technology, whereby 
services are prescribed in similar ways to address a given problem posed 
by a consumer. Thus, while a common model of an independent living 
services program is emerging, in the sense of centers regardless of 
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organizational structure providing a large and comparable array of 
services, centers internally and across the nation do not provide a 
consumer presenting a given set b£ circumstances (and thus presumably 
needs) with a comparable set of services. 

This lack of a common siRtvice prescription has several possible 
e:^planations* One explanation is the centers find their staffs do not 
yet know what works best to solve certain t* 3d of problems, and thus 
are cbnticur - to experiment even within centers with a wide variety of 
service app^ ches to addressing the problem. With more program 
experience, evaluation and research, a common knowledge should start to 
develop and thus a common technology may emerge. A second explanation 
could be that centers lake seriously the mandate not to prescribe for 
consumers, but rather to respond to what individual consumers want, 
tbus^ because consumers differ in their desires for services and under- 
standing of how services may help them achieve different goals, there 
may be no strdag pattern that consumers with common characteristics are 
going to be provided comparable services. In summary, then, all three 
conceptual dimensions ~ organizational characteristics, services, and 
consumer characteristics ~ independently and significantly influence 
center and consumer outcomes^ But the strongest influence by far is 
from the services provided consumers. 

Tfa^ Impact of Individual Variables 

We have reviewed at length in the body of the report the findings 
for individual variables concerning relationships to different outcomes. 
In Chapter V, we present sumtuary tables of the numbers of outcomes for 
which thee were positive, rti»gative, and no relationships. (This analy- 
sis counts a positive association of a variable with costs per consumer 
as a "negative outcome. "5 In Chapter IX^ we present summary tables 
showing the significance of associations for each variable, and the 
signs of the relationship for those variables which were statistically 
significant. We also presented at the end of the chapter some bar 
graphs showing the magnitude of the Beta-coefficients (i.e., the stan- 
dardized regression coefficients) for all significant variables. 
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In reportitig the fibdibgs of the multivariate analyse we have 
viewed as substantively important any relationship with a significance 
level of at least •20. This guards against Type I errors of "false 
negatives/' where a variable is judged not to have a relationship which 
it in fact does. In exploratory research with experimental programs, 
Type I errors have high costs, especially when technologies for 
accomplishing the desired program goals are still being developed. 

Wic'. one outcome variable, whether the consumer experienced an 
increase^I independence in their residential situation, regression 
analysis is clearly an inferior method for analysis because of the 
binary nature of the outcome variable. Logit or probit analysis would 
be pref errabl e. The inferences made about the importance of variables 
with regression analysis are usually the same, however, as with these 
other techniques. This is especially so if higher significance li^vels 
(.20) are used, counteracting the bias in estimation of the standard 
error with binary dependent variables by the least squares method. It 
is the magnitude of the rielationship where the regression technique can 
yield misleading estimates, but such magnitudes are nevel streesed in 
our report in presenting iho multivariate analysis. Also, the convec- 
tions in logit and probit for handling 'extensive missing data are still 
undeveloped (in contrast to regression methodologies); missing data for 
some observations was true of almost all our variables. Finally, if 
reviewers judged that statistical significance testing and regression 
analysis made our analysis harder to understand, the complexity for the 
lay reader would have been even greater had we added logit or probit 
presentations as well. 

Finally, to alleviate any concern that the multivariate analysis is 
frequently reversing the findings of bivariate analysis, we have 
presented in fable E-5 the bivariate (correlation coefficient) and the 
multivariate (regression) relationship between each of the outcome 
measures and each of the four principal measures of consumer influence. 
These relationships were thought to be also of some independent analytic 
interest, given the controversial nature of the advocacy for consumer 
influence or even control. The table shows that significant bivariate 
relationships tend to remain significant in multivariate relationships. 
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Tabic E-5 

The Impact of Consirmer Participatibh/Iif lUehce 
Factors Upon Ou^eomes— ^ Bivaria£<--a od Miiitivart ate j^^a^ryala— 



Oiit cones 


Percent of 
Board Members 
Disabled 


Center 

Director 

Disabled 


Percent - 
of Staff 
Di^^Wed 


High Scores 
on Overall 

Phirl"O^OphY 


Center-Reported Outcomes 










Bousing 
bivariate 
multivsriste 


♦ 
♦ 


ns(-) 
ni(*) 




- 


Traaspottation 
bivariste 
mult ivariate 


♦ 
♦ 


ns(*) 


ns(*) 
ns(*) 


- 


Attendants 










bivariate 
salt ivariate 


ns(+) 
fis(*) 


ns(*) 
ns(^) 


ns(*) 
ns(*) 


- 


Shopping -_ 
bivariate 
multivariate 


ns(-) 
ni(-) 


ni(-) 
ni(*) 


as(-) 


ns(-) 


Jobs 

bivar iat*!: 
multivariate 


ns(-) 


ns(-) 


ns(4-) 


- 


Training Professionals 
bivariate 
multivariate 


ns(+) 


ns(-) 
nsC-) 


nfl(-) 

^^:(-) 


na(*) 
ns( + ) 


^^^_.P§r_^9°*^^^ 
bivariste 
mult ivariate 


ns(-) 
ns(-) 




n8(-) 
n8(*) 




Consumer-Reported Oulccmes 










Housing More Independent 
bivariate 
mult Ivariste 


ns(+) 
ns(+; 


♦ 

ns(+) 


♦ 

ns(-) 


♦ 


No. of Situational 

laiprovaaents 
bivsr iate 
multivsriste 




ns(-) 




♦ 


No. of Personal/Socisl 
Changes 

bivsf iate 

mult ivsriate 


n8(+) 


ns(-) 


n8(-) 
ns(+) 


ns(+) 


No. of Skill Gains 
bivariate 
mult ivariate 








♦ 
♦ 


No. of Gains in Aids, 
Services, Benefits 

biviriate 

multivsriste 


ns(-) 
nsC-) 




n8(-) 


♦ 


No. of Gains la Knowledge 
bivariste 
multivariate 






ns(-) 
na(-) 


♦ 


Client Perception of Living 
More Independently 

bivariite 

multivsriate 


ns(-) 
ns(*) 


♦ 

ns(-) 


na(-) 


♦ 



as " not ststistically significsnt st .20 level 
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and even when significance vanishes^ the sign of the relationship (+ or 
-) tends to remain the same, it is with statistically nonsignificant 
bivariate relationships that one will occasionally find a flip of the 
sign in multivariate analysis, and even then the multivariate 
analytically determined relationship is also usually statistically non- 
significant • 
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APPENDIX F 



Descriptive Statistics for Typical Centers, 
Medians and Means 



347 



Table F-1 

Services Prbvidcfd by a Typical Center 
During Las t Yea r 



Service 


of eiients 
Served 


Mpsrr No " 

of Clients 

— Se*ved^ 


No. of 

Rp 'DOT'^ in J? 

Centers 

W 


Advocacy 


80 


226 


89 


IhS training 


7b 


128 


95 


Peer Counseling 


40 


121 


90 


Legal 


23 


59 


22 


Professional Counseling 


27 


43 


30 


Other Counseling 


30 


63 


59 


Housing 


55 


117 


82 


Equipment 


30 


66 


64 


transportation 


57 


148 


62 


Recreation 


38 


71 


64 


Educational 


27 


65 


36 


Vocational 


30 


77 


43 


Communication 


25 


90 


52 


At tendant 


40 


104 


71 


Electronic 


11 


62 


10 


Family Support 


20 


48 


41 


I and R 


301 


708 


74 


Other 


69 


176 


24 


Pet. I and R Only Clients 


302 


37% 


96 


Total Direct Service Clients 


282 


516 


120 


Total Clients 


495 


961 


118 
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Table F-2 

0ut<:omes Achieved by a Typical Ceater 
During Last Year 





Median. No. 
of Outcomes 
Achi eved 


Mean No. 
of Outcomes 
Achieved 


Noi of 

Reporting 

Centers 


Center-Reported Client Outcome 








Housing Modifications 


12 


24 


93 


Released £rbm Institutions 


10 


20 


100 


Financial Benefits 


3b 


62 


32 


Learned How to use Transit 


29 


59 


101 


Got Driver's License 


2 


5 


57 


Got Attendants 


24 


52 


97 


Got Readers 


10 


64 


79 


Referred to Services 


68 


154 


99 


Able to do Chores 


20 


37 


98 


Got Devices 


22 


56 


97 


Achieved Goals 


.0 


25 


72 


Got Employment 


10 


18 


84 


Registered to Vote 


18 


97 


73 


Served on Boards, Councils 


8 


14 


81 


Other 


16 


28 


25 


CMter^Re^>orted-Gommunity Impacts^ 








Housing Units Hade Accessible 


13 


22 


83 


Accessible Vehicles 


2 


29 


64 


Attendants Recruited 


27 


45 


72 


Readers Recruited 


3 


8 


41 


Interpreters Recruited 


3 


6 


44 


Additional Funding Secured 


$11*588 


$146,797 


51 


Agreements Established 


4 


10 


85 


JEducational Resources Procured 


2 


7 


54 
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Table F-2 (continued) 





Median No. 
of Outcomes 
Achieved 


Mean No. 
of Outcomes 
Achieved 


No. of 
Reporting 
Centers 
(N) 


Jobs Developed 


8 


17 


62 


Communication Devices 


4 


iO 


59 


Public Building Made Accessible 


6 


12 


78 


Curb Cuts Made 


15 


32 


71 


Brailled Information Installed 


3 


14 


39 


Parking Spaces Reserved 


10 


22 


65 


Brailled Elevators 


2 


6 


51 


Recreational Programs 


3 


12 


79 


Health Providers Trained 


18 


65 


78 


Other Providers Trained 


19 


73 


84 


ether 


28 


93 


16 
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Table F-3 

Characteri stics of the Typical Center 






Median 




No. of 
Reporting 
Centers 

(N) 


Total Budget 


$ 


240^000 


$ 


323,182 


111 


Fart B Funding Award 


$ 


130,216 


$ 


133,932 


118 


- Pet. Part B of Total Budget 




58% 




57Z 


111 


Total Other Federal Funding 


$ 


51,650 


$ 


92,595 


23 


Total State Funding 


$ 


86,810 


$ 


129,767 


67 


- Pet. State of Total Budget 




6Z 




16Z 


111 


Total Local Govt. Funding 


$ 


35,000 


$ 


50,206 


37 


- Pet. Loeal of Total Budget 




OZ 




3Z 


111 


Total Private Funding 


$ 


24,753 


$ 


48,192 


58 


-Pet. Private of Total Budget 




OZ 




6Z 


58 


Total Other Funding 


$ 


20,000 


$ 


55,867 


52 


Budget of Larger Agency 




58Z 




57Z 


111 


Housing Part B Center 


$2 


,250,000 


$3,636,463 


36 


Years Center Has Been in Operation 




5 yrs. 




6 yrs. 


121 


No. of Board Members 




12 




12 


121 


- >5^ Disabled 




6 




6 


120 


^f Board Disabled 




56% 




49Z 


121 


No.b.^ dv'sory "roup Members 




c 
J 




8 


119 


- Tho 2 Dxsfit ; 




5 




5 


119 


-So. Adv .^crs ticabled 




53Z 




44Z 


121 


No. bl Aluiini^^'tratwCS 




2 




2 


121 


- Thoce Dis ibled 




1 




1 


121 


No. of Li^tci. :i>ervice ftaff 




1 




6 


120 


- Thoeo ^Ipir^^jd 




3 




3 


120 


No. of Su:-;ort Sttff 




2 




3 


126 


- Thosp Disabled 




1 




1 


120 


No. of Total Staff 




lb 




13 


121 


- Z of Staff Disabled 




50Z 




52Z 


12^ 
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Table F-3 (continued) 






Median 


Mean 


No. of 
Reporting 
Centers 
(N) 


No. of Volunteers 


6 


14 


120 


- Those Disabled 


4 


8 


126 


- Z of Volunteers Disabled 


562 


572 


121 


Clients Served 








Those with Visual Disabilities 


14 


51 


312 


- Pet. Visual of All 


32 


HZ 


112 


- Those Blind 


6 


42 


112 


Those with Hearing Disabilities 


12 


96 


112 


- Pet. Hearing of All 


22 


72 


112 


- Those Deaf 


5 


87 


112 


Those with Orthopedic Disabilities 


87 


210 


112 


- Pet. Orthopedic of All 


21% 


262 


112 


- Those, Amputees 


5 


25 


112 


- Those^ Spinal Cord 


18 


63 


112 


Those with Mental Illness 


6 


21 


112 


- Pet. Mental Illness of All 


12 


62 


112 


Those with Mental Retardation 


6 


14 




- Pet. Mental Retardation of All 


12 


42 




Those with Other Disabilities 


27 


67 


112 


- Pet. Other of All 


62 


112 




Those with No Disabilities 


b 


114 


121 


- Pet. with no Disabilities 


0 


82 


117 


Those with Unknown T.dsabilities 


43 


367 


60 


(usually I and R-only elients) 








- Pci v'ith Unknown disabilities 


142 


312 


115 
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